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The overarching aim of this thesis was to inform policy and practice influencing the quality of life for people with 
an enduring mental health problem living in Wales through an analysis and exploration of the physical health 
inequalities and inequities that may exist. The rationale for this thesis being that in order to promote better health 
for people with an enduring mental health problem, one has to initially define that problem, determine its extent 
and then subsequently inform policy and practice. Research questions included;
1. Does an enduring mental health problem make an individual more prone to a physical health problem 
within the population of Wales?
2. Within Wales, are other factors influential such as age, gender, where one lives, social class, lifestyle?
Following an extensive literature review and secondary analysis of the Welsh Health Survey 1998 (NAW, 1999), the 
following conclusions were drawn from the research.
The Welsh Health Survey 1998 (NAW, 1999) is a robust dataset on which to conduct research into the physical 
health of people with an enduring mental health problem. Analysis of the survey highlighted that people with an 
enduring mental health problem in Wales experience significantly more physical health problems than the general 
population, revealing gross health inequalities and inequities. The findings have presented new data for Wales and 
are an original contribution to current knowledge. Twenty-three physical health problems were examined in total 
and new evidence emerged in relation to certain circulatory conditions, respiratory conditions, cancers, arthritis, 
back pain, varicose veins, young adults, gender differences and social class. The high rates of hypertension, angina, 
skin cancer and breast cancer in young adults with an enduring mental health problem are extremely concerning.
Having an enduring mental health problem is not the single most significant factor in the development of physical 
health problems; a range of other variables are important, specifically age, gender, smoking and BMI. This has led 
the researcher to conclude that this finding has important implications for policy and practice. Current strategy, 
policy and models in practice may be failing to ensure that the holistic needs of people with mental health 
problems are met. The researcher proposes a conceptual framework to help understand the construct of physical 
ill-health in people with an enduring mental health problem, a prototype electronic Rapid Risk Assessment Filter 
for use in practice and a health promotion model. Developments in the role of the mental health nurse are also 
proposed.
There are gaps in our current knowledge on this subject area, which require further exploration and research 
questions arising from the thesis are suggested.
SPECIAL NOTE FOR READERS 
Terminology
The term mental health problem and enduring mental health problem will be used throughout this thesis to describe 
individuals or groups who experience a range of psychosocial issues ranging from a diagnosed mental health 
problem to self-reported nervous disorders.
The thesis examined the concept of mental health across a number of years where perceptions regarding mental 
health changed to a more positive approach in treatment and care. Alongside these changes, terminology changed 
and the researcher uses a range of terms cited in the literature, which reflect the contemporary thinking at that 
time.
Therefore the reader may note that the terms mental illness and severe mental illness have also been used. The use of 
previously used terms is not intended to be insensitive or cause offence.
Electronic Rapid Risk Assessment Filter
Accompanying this thesis there is a Compact Disk (CD) containing the prototype electronic Rapid Risk 
Assessment Filter (RRAF). This, at present, is based on the Microsoft Excel program and users must have this 
application on their personal computer to fully appreciate the RRAF. Instructions for using the RRAF can be 
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Within Wales there has been a shift over the last 40 years for people with an enduring mental health problem to 
be cared for in a primary health care setting than secondary care in large institutions. This shift has gained great 
pace over the last 10 years through the influence of a number of political and policy drivers (Department of 
Health (DoH), 1989, 1990a, 1990b, 1994a, 1994b; National Assembly for Wales (NAW), 2001a). The impetus for 
this change has been the promise of better care, treatment and outcomes for patients. Alas, there is consensus of 
opinion among professionals that there exists inequality and inequity in the physical health between two groups of 
people; those with mental healdi problems and those without mental health problems. However, despite many 
professionals claiming that they are aware of the increased risk of physical health problems in people with an 
enduring mental health problem there seems to be a lack insight into its prevalence, presentation, its construct and 
an inability to find the solutions to make the lives of people better. There is no doubt that a great many people 
with mental health problems die much earlier in their life than they should (Baxter, 1996; Brown, 1997), and 
experience great physical hardship throughout their lives (McCreadie, 2003; Hippisley-Cox and Pringle, 2005). 
However, this rarely makes headline news in health, social care or the general public arenas.
Research into this area has mainly focused on schizophrenia and bi-polar disorder rather than common mental 
health problems such as depression and anxiety. Furthermore, these studies have not progressed to a stage to 
explain in detail the potential reasons for this increase in health problems among people with an enduring mental 
health problem and are not specific to Wales. For Wales it is evident that gross health deficits exist across a range 
of acute and chronic diseases, when compared with the rest of the United Kingdom and indeed Europe (NAW, 
2005a). For those living in Wales with an enduring mental health problem their physical health may already be 
very poor as there are akeady significant health deficits within the general population of the principality. Thus, the 
potential deficit for those with an enduring mental health problem in Wales may be much higher than the current 
literature suggests.
There is a national health survey, the Welsh Health Survey 1998 (NAW, 1999), which focuses on the health of the 
general population in Wales and is one of the largest general household postal surveys of its kind. Within this 
national survey data have been collected relating to a population of adults self-reporting an enduring mental health 
problem. These were respondents who chose to report that they had an enduring mental health problem in 
response to question 31of the postal survey. The published report (NAW, 1999) presented findings relating to the 
population as a whole and as yet further analysis of those self-reporting an enduring mental health problem 
remain un-reported and un-published. The overarching aim of this thesis is to inform policy and practice 
influencing the quality of life for those with an enduring mental health problem living in Wales, examining the 
physical health inequalities and inequities that may exist through a secondary analysis of the Welsh Health Survey
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1998 (NAW, 1999). The rationale is that in order to promote better health for people with an enduring mental 
health problem, one has to define that problem, its extent and then inform policy and practice to ensure resources 
are targeted appropriately. This thesis will examine the potential association of mental health problems, in 
combination with other variables, with the development of physical health problems. Contributing factors will 
also be explored and an analysis of the findings in relation to constructs of health within this group of people, in 
particular whether having a mental health problem is the most critical factor in the development of physical health 
problems. Social circumstances such as social class, where one lives, deprivation, employment status and housing 
will be assessed as well as lifestyle factors such as diet, smoking and alcohol use. The originality of this research is 
revealed through its presentation of essential evidence to people with mental health problems, health care 
professionals, commissioners, providers of care and strategic health planners at a level of stratification not 
published in Wales before. This new knowledge may provide a unique opportunity on which to make decisions 
regarding the future healthcare of people with mental health problems in Wales and provide a baseline from 
which to return to these data in subsequent time-frames to evaluate the effectiveness of intervention. The research 
in this thesis is also original in the way it will use secondary analysis of a large household survey to formulate an 
empirically based prototype risk assessment tool for further development in primary health care settings, within a 
health promotion model specific to people with mental health problems. This level of knowledge is not available 
to professionals in Wales at present although the raw data of the Welsh Health Survey 1998 (NAW, 1999) have been 
available in the public domain through the Office of National Statistics.
In summary the outline of the argument put forward by the researcher is;
1. Wales has unique challenges in the general health of the population compared to the rest of Europe and 
those with an enduring mental health problem may experience even more health deficit than expected.
2. The current literature does not present a clear picture of whether having an enduring mental health 
problem itself is the primary contributory factor to increased physical health problems in those 
experiencing an enduring mental health problem, or a range of other influences.
3. If mental ill-health is the primary factor, which may explain increased physical health problems in people 
with an enduring mental health problem, then policies to improve the mental health of people in Wales 
may lead to improved physical health as well. However, if that was not the case, other types of strategies, 
policies and practice may need to be employed.
4. No large studies have been conducted in Wales to examine these arguments.
5. No data are available to commissioners of services regarding the extent of physical health problems in 
those with a mental health problem in their locality, to target resources appropriately.
6. A large dataset (Welsh Health Survey 1998, NAW, 1999) akeady exists upon which data could be drawn to 
explore the argument presented.
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To support the overarching aim of this thesis and examine the argument in detail the researcher will seek to 
achieve the following research objectives;
1. Explore and understand the context in which adults with an enduring mental health problem in Wales 
develop physical health problems through building, and refining, a conceptual framework.
2. Undertake secondary analysis of data from the Welsh Health Survey 1998 (NAW, 1999) focusing on the 
physical health of those reporting an enduring mental health problem.
3. Develop a prototype Rapid Risk Assessment Filter, based on empirical evidence obtained from the 1998 
Welsh Health Survey (NAW, 1999), for use by professionals in practice to detect early signs of physical 
health problems in people with an enduring mental health problem.
4. Recommend a health promotional model for use in professional practice.
The specific research questions for the main research study, to achieve the aims and objectives presented in this 
thesis are;
1. Does an enduring mental health problem make an individual more prone to a physical health problem 
within the population of Wales?
2. Within Wales, are other factors influential such as; 
a. Age? 
b. Gender? 
c. Where you live? 
d. Social class? 
e. Lifestyle?
Underpinning the research is a conceptual framework arising from theories on the construct of health and wider 
literature as a way of better understanding the development of physical health problems in those with an enduring 
mental health problem. This conceptual framework will be shaped throughout the literature review and refined in 
light of the evidence collected. Predicted outcomes of this research for Wales will include an enhanced knowledge 
base to inform strategy, policy and practice, the development of a prototype risk assessment tool and health 
promotion model specific to people with enduring mental health problems.
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Structure of the Ph.D thesis
This thesis will initially describe die background and rationale (Chapter Two) for conducting the research study 
followed by die literature review (Chapter Three) which will explore constructs of healdi, focusing on physical health 
problems in diose widi an enduring mental health problem. The critique will then examine literature since the mid 
1980s, specifically policy development related to mental health service provision. A chapter on the.preliminary 
research project (Chapter Four) of this thesis conducted by the researcher within a collaborative research study at the 
University of Glamorgan will be presented, leading to the research aim and objectives (Chapter Five). Chapter Five will 
also examine the research methods for the main research study, illustrating the importance of the missing cases, 
sources of data, data collection methods and the chosen statistical tests for this thesis. The analysis section 
(Chapter Six) will present die findings utilising tables, graphs and figures, summarise the key findings, and will be 
followed by an in-depdi discussion of die evidence (Chapter Seven). A chapter entided Taking the work forward 
(Chapter Eight) will present proposals for the future in light of die findings and finally conclusions will be drawn on 
all the available evidence and recommendations made for future practice (Chapter Nine). Each Chapter widiin die 
diesis will be followed by a formative summary of die main points.
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CHAPTER TWO
Background and rationale for the thesis
The introduction to this thesis provided an overview of the aim, objectives and the specific research questions 
relating to the improvement of the physical health of people with an enduring mental health problem. This 
chapter will present the background along with the overall rationale for the research.
Policy development for people with mental health problems
The treatment and care of people with mental health problems in the United Kingdom has changed significantly 
over the last 10 to 15 years. Many large psychiatric institutions have closed and there have been increases in 
resources to support community care for people with mental health problems. During the late 1950s the  welcome 
introduction of the Mental Health Act (HMSO, 1959) and development of new types of psychotropic medication 
significantly affected the lives of people living in institutions. Unfortunately, for many residents the damage was 
already apparent. Erving Goffman's seminal work Asylums in 1961 (Goffman, 1970) provided research evidence 
that care in institutions for people with mental health problems was inappropriate and his findings revealed gross 
depersonalisation of people in a custodial type of environment. Parallel to this at the time  was an emerging 
change in the philosophy of care by professionals and in 1962 it became government policy to close large 
institutions (Ministry of Health, 1962). Seemingly, the large asylum model of psychiatric care, propelled by the 
Victorians, had had its day. Disappointedly, the pace of change -was very slow during the 1960s and 1970s, despite 
the growing voice of the anti-psychiatry movement, which called for radical changes in treatment, care, and the 
understanding of mental health problems.
In contrast, the pace of change in the last 10 to 15 years to de-institutionalise mental health service 
provision has been relatively swift stemming from the publication of the White Paper Caringfor People 
(Department of Health, 1989). This paper spawned the NHS and Community Care Act (Department of 
Health, 1990a) which helped pave the way to increase resources for the placement of those with mental 
health problems into community settings as an alternative to long-term institutional care. The pace of 
change has also been driven by a number of key strategies, policies and reports. A plethora of policies 
were published in the 1990s and these drivers for change have highlighted the need to prioritise resources 
in mental health service provision toward caring for people with enduring mental health problems both in 
hospital and the community (Department of Health, 1990b; House of Commons Health Committee, 
1994; Audit Commission, 1994; National Health Service Executive, 1995; Department of Health, 1996a; 
Department of Health, 1996b; Clinical Standards Advisory Group, 1995; Department of Health, 1995a 
and Department of Health, 1995b).
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Strathdee (1998) has examined the changes in mental health policy over the 1990s and notes that there 
were two principal drivers; to prioritise those with a severe mental illness and to move away from a 
traditional hospital-based approach and develop community based services, thus focusing on the needs of 
the individual. Carr (1997), in an analysis of key national reports, highlighted that in 1994 fourteen 
different reviews, research studies and reports were published and many had recurring themes to improve 
the experience for those with a mental health problem. However, there was subsequently a problem with 
the implementation of the mental health policy of community care. Strathdee (1998) stresses that during 
the 1990s, there were priorities, which competed with one another for those with a severely mental illness 
and for people in primary health care presenting with common mental health problems. Within the 
United Kingdom there was no agreed policy to support the implementation of strategy and no definition 
of severe mental illness. Strathdee (1998) notes that the implication of this apparent lack of direction was 
that local services had to develop their own policies, which led to a lack of prioritisation on those in most 
need. This was certainly the case within Wales with important elements for changing the way people with 
mental health problems were treated and cared for not being integrated. For example, there were no 
overall plans for education, workforce planning and sustainability in relation to enduring mental health 
problems until the very late 1990s.
During the late 1990s the strategy Modernising Mental Health Services: safe, sound ta\A supportive (Department of 
Health, 1998) promised more resources for agencies to provide hospital and community care. This was 
followed by the publication of standards for services in the form of a National Service Framework for Mental 
Health (Department of Health, 1999). Many of the objectives within Modernising Mental Health Services: safe, 
sound and supportive -were long-term and it is difficult at present to predict the real effect that they have had 
on peoples' care and subsequent quality of life. They are, though, a welcome impetus and the beginning of 
a new strive to make the lives of people with a mental health problem better.
An emerging problem in primary health care
The researcher trained, and  worked, in a large Welsh psychiatric hospital during the early 1980s and later in the 
primary health care setting as a qualified mental health nurse. Whilst  working at a large institution in the early 
1980s the researcher held the belief that the quality of life for people in institutional care was seriously affected 
through the iatrogenic effects of long-term treatment and care. Although staff -within the hospital worked hard to 
improve people's lives and make the clinical environment as homely as possible, one could not but feel that this 
type of care was in many respects custodial where there was loss of individuality and autonomy for residents. 
Caring for people in their own homes, widiin their local communities and near their families, seemed to present 
an obvious choice for better health. The apparent benefits would emerge from a better quality of life and shared 
care delivered by a functional primary health care team.
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The researcher later worked in the community setting during the early 1990s and his original perceptions of 
primary health care changed. Reflecting on clinical experience, the researcher developed the view that people with 
enduring mental health problems, whether re-settled from large institutions or in the care of a general practitioner 
without experiencing long-term hospitalisation, encountered more physical health problems than the general 
population. In that respect, the political drive to close institutions and re-settle people into the community setting 
to improve their lives did not produce the change desired. Factors such as the degree of control the person had 
with regards to their physical health, personal motivation, lifestyle choices and attitudes of others seemed 
important, but seemingly not given the attention they deserved. Primary health care seemed to be significantly 
under-resourced and practitioners under-skilled to address the challenge of providing appropriate support for 
people with long-term mental health problems outside the hospital setting. There were a number of research 
studies conducted within the United Kingdom at this time examining the impact of the closure of large psychiatric 
hospitals, however their focus were mainly on the provision of mental health services rather than primary care. 
For instance, a research study by Donnelly et al (1996) of 188 long-stay patients discharged from six hospitals in 
Northern Ireland during 1990-1992 revealed little change in the lives of people one and two years after discharge, 
particularly in domestic, self-care and social skills, although those sampled were satisfied with their new 
environment. Donnelly et al (1996) concluded at the time of the research that the relocation of people within the 
community had been a limited success'. The study by Donnelly et al (1996) did not measure the impact of 
primary care elements such as the general practitioner, although odier studies have examined this for mental 
health problems but not necessarily arising from an institutional setting. For example, Kendrick et al (1994; 1996) 
have found a poor provision of physical health care to those with an enduring mental health problem attending 
their local general practitioner. Forrester-Jones et al (2002) examined the quality of life of people 12 years after 
their resettlement from long-stay hospitals, collecting the views of users on their living environment, their daily 
activities and personal future aspirations. This study has been one of the largest and longest follow-up studies 
examining resettlement within the United Kingdom., included 196 people with a learning disability and 102 people 
with an enduring mental health problem. Within the responses, problems reported included bullying from the 
local community, die restrictive regime of the home they -were living in and personal feelings of loneliness and 
boredom. More positively, Forrester-Jones et al (2002) reported that there was a better feeling of independence 
from living in the community setting. These studies, as few as they are in the United Kingdom, have revealed that 
the resetdement of those with mental health problems has not met the expectations of its original aims and there 
is much more to do. Simply moving to a new environment may not be the -whole answer even though diere is a 
general acceptance that institutional care is no longer an option to the provision of a better quality of life for those 
with a mental health problem.
The researcher's view that people with mental health problems receive inadequate attention to their physical 
health needs was, and still is, shared anecdotally by colleagues within local multi-disciplinary teams in South Wales.
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However, it is not necessarily dealt with as a priority issue in practice. Professionals in mental health seem to be 
aware that those with an enduring mental health problem experience greater levels of physical health problems, 
but find it difficult to describe why this happens and then subsequently influence policy to address the problem. 
Over the last 15 years, community mental health teams seemed to focus only on the psychosocial health of adults 
with enduring mental health problems, leaving much of the physical health care to the client's general practitioner 
(Gournay and Brooking, 1995; Gournay and Beadsmoore, 1995). Traditional professional boundaries between 
nurses, doctors and social workers have somehow divided the person with an enduring mental health problem 
into different 'themes' with little focus on the holistic needs of the person. Moreover, having an enduring mental 
health problem which requires treatment through psychotropic medication creates a clear demarcation between 
services and this has been a theme within services over the years, particularly in relation to joint responsibilities for 
treatment and care. This premise has certainly been reinforced since the development of community care in the 
early 1990's influenced by the White Paper Caring for People (Department of Health, 1989and the NHS and 
Community Care Act (Department of Health, 1990a). Thus, the general health of a person is the responsibility of the 
general practitioner, and the mental health is the responsibility of either a hospital-based psychiatrist or 
community mental health team. This type of shared care can have great benefits for the person with an enduring 
mental health problem but also makes the holistic approach to care much more complex. In many respects, it may 
even favour the approach of the professional who may have taken specialisation to a level where all other skills to 
care for that person have been eroded. Therefore, even a simple condition such as hypertension is no longer the 
remit of a mental health nurse and it somehow becomes some other professional's responsibility, despite the 
package of care being predominantly mental health led. The researcher of this thesis argues that the predominant 
philosophy of care in practice subscribed by community mental health nurses does not embrace holism and tends 
to focus on the mental health problem only, which somehow negates the tenets of 'shared care' where co- 
ordination of expertise to meet the -whole needs of a person is the goal. Hickman et al (1994) describes shared care 
as a partnership between hospital consultants and general practitioners in the delivery of planned treatment and 
care for chronic diseases. Shared care within the United Kingdom has not met its worthy aspirations, where a 
cross-over of skills and partnership working is of paramount importance. Lester (2005) notes that poor 
communication between services is a key factor and in the findings of a study by Morcos et al (2002) of 
discrepancies in prescriptions between primary and secondary sectors of mental health service provision, 
researchers underlined the problems with professional demarcations. In their investigation of the transfer of 
information regarding prescribed medication, 69% of patients on admission and 43% of patients on discharge had 
medication discrepancies. Alarmingly, it was judged that harm would have occurred in 24% and 18% of these 
cases respectively. This study uncovers the importance of implementing the philosophy and practice of shared 
care in an effective way. Clearly, the study by Morcos et al (2002) alone is a driver to implementing the ethos of 
shared care for those with an enduring mental health problem and developing a philosophy of care, which is 
holistic.
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In terms of the wider implications of living within a community with an enduring mental health problem, the 
impetus to make things better seems driven more from a user-representative approach, exampled by campaigns by 
MIND, than the wider community itself. Indeed, during the 1990s the government placed more emphasis on 
making matters better through less helpful legislation and policy such as The Mental Health (Care in the Community) 
Art, (DoH, 1995a). This amendment to mental health law placed an increased emphasis on safety and protecting 
the public,  which increased the custodial aspects of care both in hospital and the community. It did little to 
improve the quality of care for people other than providing closer supervision. This was coupled by a significant 
lack of research to examine the physical health of people with an enduring mental health problem and their health 
care to inform planning within National Health Service (NHS) Trusts, local authorities and the voluntary sector. 
The accumulation of these factors has unfortunately resulted in under-investment within this area of health and 
social care since the NHS Community Care initiative (Department of Health, 1989). The original aim to shift 
resources from acute care into the community has certainly not been achieved and primary care is not adequately 
prepared. This has been highlighted in the Wanless Report (NAW, 2003a), which revealed specific challenges for 
the health of Wales.
In summary, opportunities have been available since the early 1990s to ensure that primary health care provided a 
supportive service to people with an enduring mental health problem and enhance their quality of life. 
Unfortunately, there was a lack of cohesive planning at the time and even when it did happen; it focused more on 
protecting the public than the individual with a mental health problem. Professionals within primary health care, 
lacking the direction required, developed local policies, -which have reinforced the demarcations between 
specialties, and this has not met the holistic needs of people with an enduring mental health problem, particularly 
in Wales.
The specific health deficits in Wales
Recently, although many years too late, Wales has now revised its own strategic objectives for mental 
health service provision. The launch of a new strategy for Adult Mental Health Services during 2001 
added a fresh impetus to developing better services for people. The document, A.dult Mental Health Services 
for Wales: Equity, Empowerment, Effectiveness, Efficiency (NAW, 2001a) was certainly visionary and makes the 
following bold statement;
' This strategy presents an opportunity to change fundamentally the day to day experience of people with mental health 
problems who are living in Wales. By addressing the stigma and resulting social exclusion and discrimination associated 
with mental health problems, this Strategy tackles one of the last taboos of the 21 st century in our society - where 
ultimately people with mental health problems are 'apart of the community rather than apart from the community'.'
(NAW, 2001 a, page 4)
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This statement was an ambitious but worthy target. Unfortunately, the strategy makes little reference to dealing 
 with the physical health of people with an enduring mental health problem and one gets the impression that these 
health objectives were dealt within other more general health strategies and frameworks within Wales. The 
statement also stresses that inclusion within the community is inherent to making things better, however 
measuring this is fraught with methodological problems due to its subjective nature. For instance, choosing to 
have a small number of friends and being lonely can be a personal choice; how does one judge what influenced 
this choice and whether this was correct? Was it attitudes of neighbours, the result of the symptoms of an 
enduring mental health problem or a personality trait? Nevertheless, Wales does now have a strategy, which will 
hopefully act as a driver for change, albeit without a real focus on the physical health of people with a mental 
health problem. Alternatively, the health of people with an enduring mental health problem is more likely to 
addressed though general approaches to improving the deficits apparent in Wales, albeit in a global manner.
In 2001 the Welsh Assembly Government (WAG) commissioned a major analytical report of the state of health in 
Wales and made a decision to implement the recommendations of Targeting Poor Health (Townsend, 2001). A 
national steering group put forward three recommendations;
1. To adopt a direct needs formula for the allocation of National Health Service (NHS) resources more 
equitably by formula.
2. To improve financial information, particularly in tracing costs to recipients of care.
3. To establish a dual strategy for health covering action outside as well as inside the NHS.
These objectives seemed to present a systematic approach to deal with the potential inequalities and inequities of 
health and health care in Wales, with a high emphasis on the allocation of resources to the most appropriate area. 
Yet, these actions were no overnight success and the Remus of Health and Social Care in Wales: the Wanless Report 
(NAW, 2003a) has highlighted the continuing differences within regions for matching health care services to 
health care need, reiterating that we have yet to overcome the inverse care law as described by Tudor-Hart (1971). In 
other words, where resources are needed most, one will find them least. The Wanless Report (NAW, 2003a) 
concludes that the health of people in Wales is relatively poor, drawing on the Chief Medical Officer's report for 
2001/2002 (NAW, 2003b);
' There are continuing and substantial inequalities in health within Wales, and some people live in social and economic 
circumstances which are not conducive to good health'
(NAW, 2003a, page 20)
The review reminded its readers that Wales has no single overall policy framework for prevention of ill-health in 
health and social care and that there is therefore a disconnection between policy and implementation. Specifically,
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the Wattless Report (NAW, 2003a) focused on the lack of information to support decision-making and quoted the 
response of the Audit Commission in Wales to its review. The Audit Commission informed the review;
' Information is essential to underpin derision making by clinicians and managers and the poor quality of information within 
health systems in Wales is a routine findingfrom our reviews at both a national and local levet
(NAW, 2003a, page 48)
If the Wanless Report (NAW, 2003a) presents such a worrying picture in terms of Wales in general, then specific 
groups such as those with an enduring mental health problem may be seriously disadvantaged in relation to dieir 
health, health care and having the right policy framework in place to make a difference. As the Wanless 'Report 
(NAW, 2003a) stresses, information is essential to underpin decision making by clinicians and managers, and this 
study aims to provide a robust level of data specific to adults with an enduring mental health problem and 
contribute to informing policy and practice. Similarly, The National Service Framework also stresses the need to use 
epidemiological data in key action 17;
'"Effective services are to be planned, designed and delivered to meet the needs of the population. They should take an 
epidemiological approach followingformal comprehensive needs assessment at both national and local levels and a gap 
analysis of service provision?
(NAW, 2005b, page 20)
No sophisticated and specific evidence is available in Wales to guide those shaping strategy, policy and practice to 
ensure the targeting of resources is relevant. Such evidence, if it -were available, would focus on asking whether 
targeting the mental health problem itself be sufficient to improve outcomes and who should be prioritised; 
people in high areas of deprivation, men or women or the young or old?
The Wanless Report (NAW, 2003a) called upon the NAW and WAG to ensure that formulation of prospective 
strategy focuses on prevention and early intervention and that further expenditure is evidence-based to indicate 
gains that can be expected. Whilst the review did not focus specifically on mental health, it did bring to the fore 
that Wales has a significant challenge to ensure it compares favourably with the best health services in Europe and 
that it requires more evidence-based decision-making. In relation to the physical health needs of those -who have 
an enduring mental health problem in Wales, very little substantial research exists, at least not to inform decisions 
to commission specific interventions. Thus, the evidence base is lacking the ability to make informed decisions on 
future expenditure in this area of treatment and care. The originality of this thesis is apparent through its aim to 
provide this essential evidence at a national and regional level.
The WAGs response to the Wanless review (NAW, 2003a) has been the strategic report Designed'forUfe: Creating a 
World Class Health and Social Care for Wales in the 2P1 Century (NAW, 2005a). This strategy sets out a 10-year vision
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to reduce health inequalities in Wales and over the next 3 years it aims to redesign health care. Mental health care 
is included under the label of 'people who have long-term conditions' and the focus is very much on the acute sector for 
physical health problems. There is a call for better primary health care but it is evident that there is no specific 
section of the strategy dedicated to the physical health of people with an enduring mental health problem and this 
group is somewhat over-looked. Reassuringly though, the strategy does make it clear that Local Health Boards 
must develop more pathways for major chronic diseases for all. Development of such pathways have the potential 
to ensure early access to treatment, accurate and timely diagnosis, as well as an appropriate level of specialist 
service and provision of that service by a multi-disciplinary team. This objective, if met, may improve the lives of 
people with an enduring mental health problem, however, it will take a concerted effort to make it happen. Firstly, 
integrated care pathways focusing on any group of people require co-ordination and monitoring to ensure that 
standards across professional boundaries are met. Secondly, many types of mental health problems are 
characterised by apathy and a lack of volition, therefore adherence to a pathway, such as attending an outpatient 
appointment, requires the encouragement and support of a key worker. Therefore, any pathway for a chronic 
disease, for example diabetes, would requite to take into account all the internal and external factors that may 
affect concordance by people with an enduring mental health problem.
It is also worth bearing in mind that the physical health of people with mental health problems is not usually 
targeted under the chronic illness agenda. A case in point is the National Service Framework in Wales for 
Coronary Heart Disease (NAW, 2001b). It did not have a specific section relating to enduring mental health 
problems, despite evidence that this is a high-risk group for such a disease (Kendrick, 1996; Brown, 1997; 
McCreadie, 2003). Whilst health targets such as those within National Service Frameworks and various health 
strategies are essential, based upon recent history they are usually far too ambitious and lack the detail to explain 
how it will be done. Designed for Life (NAW, 2005a) could have been a good opportunity for tackling inequity in 
health care for people with an enduring mental health problem and only the next few years will demonstrate if this 
group of adults will benefit from the general pathway development for chronic diseases in Wales.
Recently Townsend has returned to the issues highlighted within his previous work (Townsend, 2001) within a 
report commissioned by the WAG entitled Inequalities in Health: the Welsh Dimension 2002 — 05 (Townsend, 2006). 
The report has evaluated progress in Wales since 2001 in tackling poor health and sets the priorities for -what 
needs to be addressed. Townsend (2006) underlines the continued current poor state of health in Wales through 
highlighting key findings in the Chief Medical Officer's Health Status Wales report of 2005 (NAW, 2005c). Findings 
within the report did not make good reading and key points included;
1. Mortality rates in Wales are the worst in Western Europe, particularly heart disease
2. Wales has the highest rates of cancer disease registrations in Western Europe
3. In 2000-2002 death rates in Merthyr Tydfil were almost 50% higher than in Ceridigion
4. Wales has a higher percentage of people reporting a long-term limiting illness than in England
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The key findings within Chief Medical Officer's report reinforce the need for Wales to be seen as a key target area 
for improving health, which is in keeping with the aim and research questions of this thesis. Townsend (2001) 
relates social and economic deprivation to a continued legacy of ill-health in Wales and notes that the employment 
rate in Wales is 3% below the United Kingdom average, highlighting succinctly that tackling poor health requires 
tackling disadvantage. If one considers that those with an enduring mental health problem are more prone to 
unemployment (Fryers et al, 2003) then this compounds the person's difficulties. Although Townsend (2001) does 
not focus on the specific needs of people with an enduring mental health problem, this group of people is 
certainly affected by the findings within the report and is arguably (subject to the discussion in light of findings 
within this thesis) more disadvantaged than those without an enduring mental health problem. The review 
concludes with six recommendations for Wales and these were distributed to commissioners and providers of care 
in January 2006. The six principal recommendations included proposals for action by Local Health Boards, 
collaboration in health and social care, annual allocation of resources, a dual strategy approach, improving fiscal 
policy and research. The report has provided organisations with a useful blueprint for strategies and policies to 
tackle the inequalities and inequities within Wales and should have some influence on the people -with an enduring 
mental health problem, albeit in an unfocused way. Within the report Townsend (2006) highlights two important 
areas for future research;
1. The development of the direct needs model and of the Welsh Health Survey 1998 (NAW, 1999) should 
form part of a much wider, all embracing programme of research and development on inequalities 
and inequities in health and social care
2. An individual patient tracking health care costs model should be introduced to improve capacity to 
address health care needs efficiently
In light of this political and strategic background, in particular Townsend's (2006) first point above, the researcher 
believes that more evidence is required to drive the agenda for improving the physical health of people with an 
enduring mental health problem.
Why focus on Wales and people -with mental health problems?
The rationale for this thesis is quite simple; Wales has one of the worst social, economic and health records in 
Europe and continues to struggle to meet the demand of years of under-investment, as highlighted in studies and 
reports presented earlier (Townsend, 2001). With this in mind, the population of Wales faces specific and unique 
challenges and for those who are traditionally seen as being a disadvantaged group such as people experiencing 
enduring mental health problems, their plight of physical ill-health may potentially be much worse than others. No 
evidence is currently available in Wales to quantify and explain this, representing a significant gap in knowledge. A 
specific problem such as this deserves unique research attention.
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To highlight this gross deficit a recent report from the Welsh Assembly Government (2006), in partnership with 
Communities First, the Department of Works and Pensions and the Office for National Statistics, reveals the 
concerning levels of deprivation throughout the principality. The Communities First programme is a project, which 
was launched by the NAW in 2001and continues to be a strategy to address social and economic problems within 
Welsh communities, targeting the most deprived areas. Information from the baseline undertaken reveals the 
significant level of inequality and inequity apparent within Wales, across a range of socio-demographic variables. 
To highlight the problem, 142 areas in Wales are currently classed as pockets of deprivation by Communities First. 
These areas produce an aggregated population of 489,355 people living in a household and the total population of 
Wales living in a household is 2,859,489, thus the sub-population identified by Communities First represents 17% of 
the total. Within the Communities First areas 32.4% of people live in rented social accommodation (all Wales: 
17.9%), 34.5% of adults with dependent children do not have employment (all Wales: 20%), 16.6% describe 
themselves as not in good health (all Wales: 12%), 46% of 16   74 year olds do not have qualifications (all Wales: 
33%) and 17.4% of people above 16 years of age claim Income Support (all Wales: 10.2%). In addition, not only is 
there inequality and inequity within Wales, but also within the United Kingdom where Wales is relatively worse 
compared to England. Reports published recently have highlighted these gross deficits;
1. In 2003   2005 life expectancy at birth in Wales, for both males and females was lower than England 
(NAW, 2006a)
2. In 1991   1993 a male in Wales could expect to live 0.1 years less than his United Kingdom counterpart, 
and a female 0.1. But by 2003   2004 this figure was 0.5 years for male and 0.4 years for a female in Wales 
(NAW, 2006a)
3. In the three months to October 2006 the employment rate of people of working age in Wales was 71.7% 
compared to a United Kingdom average of 74.5% (NAW, 2006b)
4. In 2005 the Gross Value Added (GVA) for Wales was £13,813 per head of population, representing 
78.1% of the average for the total of all United Kingdom regions (NAW, 2006b)
5. In 2006, the Gross Domestic Product (GDP) in Wales  was lower than in the United Kingdom and in 
West Wales and the Valleys area it was much lower
These are just a few sample data of the current health status across Wales compared to the rest of the United 
Kingdom, and their significance will be returned to in light of the findings of this thesis. If one has an enduring 
mental health problem in addition to the regional disadvantage that people in Wales experience, the outlook for 
individuals may be made less desirable by virtue of lifestyle. Imagine having an enduring mental health problem, 
living in an area of deprivation and also having limited access to primary and secondary care. Indeed, even if 
access is good, the mental health problem may present features such as apathy and introversion and thus an 
erosion of the person's volition to do something about their health. With this in mind, the originality of this thesis 
is attempting not only to reveal a more explicit picture of physical health problems amongst those with an 
enduring mental health problem across Wales, but also to explore ways in which one can understand the construct 
of this phenomenon within this group of adults. Developing this understanding may help develop novel solutions
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to reduce the effect of physical ill-health on the person within Wales. Simply transferring physical health data 
relating to those with an enduring mental health problem from outside Wales, or those without an enduring 
mental health problem within Wales, and then somehow fitting it into policy and practice may indeed 
underestimate the real issues.
There are no epidemiological research studies in Wales in relation to evaluating the physical health needs of adults 
 with an enduring mental heahh problem and no evaluations relating to national strategy or policy. For example, in 
June 1989 the Welsh Office (now the NAWa) launched Mental Illness Services -A Strategy for Wales (Welsh Office, 
1989) as a framework for planning new patterns of care. The strategy placed community mental health teams at 
the leading edge of service delivery and emphasised the importance of appropriate service provision for those 
with an enduring mental health problem. The protocol for health gain that followed, Protocol for Investment in Health 
Gain: Mental Health (Welsh Office, 1993) included in its goals the improvement of quality of life for people with 
mental health problems, and specific targets included;
1. To reduce the mortality rate from a physical health problem for people with a Severe Mental Illness (SMI) 
by 10% by 1997, and by 20% by 2002 (baseline to be determined by 1994)
2. To progressively increase social skills and support for people with long-term mental illness, compared 
with the level in 1995
Examining the preliminary data from recent national health surveys (Welsh Office, 1996; NAW, 1999) there has 
been no attempt to measure these targets and therefore there is insufficient evidence that these goals have been 
achieved. Disappointedly there is currently no all-Wales perspective on the extent of disease prevalence for this 
group of people against which commissioners of care, practitioners and service users can measure the impact of 
the effectiveness of health promotion and disease management programmes. Also, such an evaluation may not be 
as simple as measuring whether the overall physical health problems for people with an enduring mental health 
problem have reduced or not, as a more sophisticated level of information is required. For instance, specific 
health problems relating to age, gender and the location of "where one lives. If one simply allocates more resources 
to the problem, but with no evidence with regards to age groups, what regions of Wales have more need than 
others and whether the problem was gender specific, it would be unlikely to have any effect on the initial baseline. 
A general approach to making a difference through resource allocation would simply dilute the effect and more 
specific targeting is required to have a tangible effect. The problem with ambitious targets such as those set in 
1993 by the Welsh Office (now the NAW) are two-fold; firstly they are rarely met as they are unrealistic and 
secondly they are not systematically measured year-on-year. In support of the NAW and the Welsh Assembly 
Government, there is certainly a recent drive to measure targets effectively and impose performance measures on 
organisations to drive achievement. It is a great pity this was not the case in the 1990s.
a In 1997, the Welsh population voted in favour of devolution and a Naional Assembly for Wales (NAW) was formed, 
accountable to the United Kingdom Government. NAW has the power to set its own strategy and policy.
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Using existing datasets specific to Wales; the Welsh Health Survey
The most recent large-scale research studies into psychiatric morbidity have been the Office for Population 
Census Surveys (OPCS: now the Office of National Statistics) research study of Psychiatric Morbidity in Great 
Britain, presented in seven reports. This comprehensive research study examined people with mental health 
problems in the community, institutional residences and the general population through a household survey. The 
main focus of the research study was neurotic psychopathology and unfortunately there was no detailed analysis 
of general health. The reports included adults aged 16   64 living in private households (Meltzer et al, 1995a, b 
and c), residents of institutions specifically catering for people with mental health problems (Meltzer et al, 1996a, 
b and c), homeless adults (Gill et al, 1996), adults known to have a psychotic disorder (Foster et al, 1996), 
prisoners (Singleton et al, 1998) and children and adolescents (Meltzer et al, 2000). Within the study a 
supplementary research sample of 350 people (16 to 64 years) with psychosis and living in private households 
were examined in 1993. Even within the results of this relatively smaller research sample, 35 % of clients sampled 
 with psychosis reported having a physical health problem. The results also indicated that among adults with a 
psychotic disorder living in the community 58%  were regular smokers and 38% heavy smokers. This was 
substantially greater than the general population and Meltzer et al (1995a, b and c) reported that one in ten people 
stated they were taking extra medical or illicit drugs compared to one in twenty in the general population. Whilst 
the overall research study by the OPCS was generally useful, it was not comprehensive enough to form the basis 
of service planning in Wales in relation to physical health. This was mainly due to a rather small research sample 
frame in the region and it was not possible to disaggregate the Welsh data from the overall sample. This is 
unfortunate, as this household survey by Meltzer et al (1995a, b and c) could have been a great opportunity to 
measure a baseline of health for Wales for people with mental health problems. Alternatively, a different dataset 
collected every four years within Wales does seem to offer more opportunity for exploring the problem; the Welsh 
Health Survey.
Within Wales, the Welsh Health Survey is conducted approximately every two to four years. The survey contains a 
65-item health survey questionnaire which also incorporates Short-Form 36® (SF-36), a measure of quality of life 
(Appendix I). Whilst the survey publishes useful prevalence statistics on the health of the general population in 
Wales, it does not routinely report the physical health of adults with an enduring mental health problem. 
However, Question 31 of the Welsh Health Survey 1998 (NAW, 1999) asked respondents if they had experienced a 
mental or nervous illness over three months in duration. This definition was not comparable to definitions of 
severe mental illness within the literature and practice, but was favourable in terms of its length of illness. The 
definition excluded mental health problems of a very minor nature and transient nature. It was thus feasible that 
this data could be cross-tabulated with other items within the survey questionnaire. This observation by the 
researcher led to the possibility of conducting a preliminary analysis of the 1995 Welsh Health Survey (Welsh Office, 
1996) and Welsh Health Survey 1998 (NAW, 1999) data, providing a method for comparing the physical health of
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those respondents answering question 31 with respondents who did not report having a mental health problem. 
The research sample was also quite large with a potential group of those reporting an enduring mental health 
problem of between 3,000 and 4,000 respondents. No other type of research study, apart from the general Census 
for England and Wales, could achieve that level of response in a survey of people self-reporting an enduring 
mental health problem within Wales.
It was possible to gain die necessary cross-tabulations through the researcher making an individual request to the 
Welsh Office (now die NAW and WAG) during 1999, even though there were no plans to publish these statistics 
in the survey reports. Unfortunately, these preliminary data were not in an electronic format, which may have 
been entered into a statistical program, merely a printout. Additionally, some of these data were incomplete. 
However, it presented a fascinating insight into the potential of examining sub-groups within a large dataset of 
data already available to researchers. Even with the limited print-outs from die Welsh Office within the 1995 
Welsh Health Survey (Welsh Office, 1996) there were indications that the requested cross-tabulations revealed 
apparent higher levels of physical heahh problems among respondents with a self-reported mental health problem 
than among those respondents not reporting an enduring mental health problem. It was not possible to explore 
any relationships with other factors or undertake test of significance and adjustment. In summary, the preliminary 
analysis from the survey highlighted that many disease categories were twice as prevalent among people reporting 
having an enduring mental health problem greater than three months in duration as compared widi those not 
reporting an enduring mental health problem within the survey (Table 1). The researcher explored die limitations 
of this analysis and noted that these data included only people who chose to respond to a lengthy postal 
questionnaire, and may well have excluded many of the less literate or of those with die most enduring mental 
health problems.
Table 1 Initial analysis of the 1995 Welsh Health Survey (Welsh Office, 1996) b comparing the prevalence 
(%) of disease in the general population to those self-reporting an enduring mental health 









































' Source: Health Statistical Unit, Welsh Office, 1999. Not all these data were present at the time of request. Print-out only
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During 1999 it was possible to make a similar request regarding the Welsh Health Survey conducted in 1998. At this 
time the previous Welsh Office had evolved into the NAW. Again, only a printout of these data was available. A 
comparative analysis of a few categories demonstrated that the overall picture was seemingly no better in 1998 
than 1995 (Table 2). Indeed, in some self-reported disease categories there were increases in the prevalence of 
disease among people who reported a mental health problem over three months in duration. Whilst these data 
provided evidence of a greater prevalence of physical ill-health among people reporting an enduring mental health 
problem, the Welsh Health Survey 1998 (NAW, 1999) research methods did have limitations. The respondents to 
Question 31 were self-reporting 'mental or nervous illness' and it may have been possible that respondents to the 
survey could have been over-estimating their feelings; some people may not have an enduring mental health 
problem certified by a medical officer or actually experiencing a significant mental health problem. For instance, a 
common expression in Wales is to describe stress as having 'bad nerves', and this can represent anything from 
experiencing mild anxiety to a serious anxiety or depression problem. Thus, the self-reporting of a 'nervous illness' 
may have skewed the research sample toward over-reporting a self-defined mental health problem.
In contrast, some respondents to the survey may not have wanted to report their mental health problem in 
Question 31 leading to under-reporting the true prevalence of mental ill-heahh and alternatively, those people 
who chose not to complete the survey at all may be those who are experiencing from a more severe form of 
mental health problem. This of course is a common limitation of self-reported surveys; under and over-estimation 
of reported illness. All surveys are subject to Type I and "Type II sampling errors of this kind and this will be 
explored later in greater detail in Chapters Four and Five.
Table 2 Further analysis of the 1995 Welsh Health Survey (Welsh Office, 1996)c and 1998 Welsh Health 
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c Source: Health Statistical Unit, NAW, supplied to researcher in 1999   print-out data only 
d Source: Health Statistical Unit, NAW, supplied to researcher in 1999   print-out data only
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Following debate and discussion with Professor Jonathan Richards, general practitioner and External Professor to 
the University of Glamorgan, common ground was found regarding conducting further -work on these initial data. 
The researcher submitted a joint application with Professor Richards to the Wales Office for Research and 
Development in Health and Social Care to conduct a research study to correct for the limitations of the 1998 
Welsh Health Survey (NAW, 1999) and utilise it as a method of measuring the physical health problems of people 
with an enduring mental health problem. The proposal was a necessary precursor to the main research questions 
within this thesis and will be described later in Chapter Four.
Rationale
The rationale for this thesis arose from three main sources. Firstly, there is a need for a specific focus on Wales in 
relation to the health of people with an enduring mental health problem considering the gross health deficits 
reported for the general population. Wales has unique challenges in the general health of the population compared 
to the rest of Europe and those with an enduring mental health problem may experience even more health deficit 
than expected due to these specific facts. It is now possible since devolution to design specific strategy and policy 
for the principality and relevant evidence is required to influence this. Current research does not present a clear 
picture of whether having an enduring mental health problem itself is the primary contributory factor to increased 
physical health problems in those experiencing an enduring mental health problem, or a range of other dynamics. 
If mental health is the primary factor, which may explain increased physical health problems in people with an 
enduring mental health problem, then strategies and policies to improve the mental health of people in Wales may 
lead to improved physical health as well. However, if that was not the case, odier types of strategies, policies and 
practice may need to be employed which are specific to variables such as age, gender and where one lives for 
example. No large studies have been conducted in Wales to examine these arguments. A large dataset (Welsh 
Health Survey 1998, NAW, 1999) already exists upon which data could be drawn to explore the argument 
presented.
Secondly, the closure of large psychiatric institutions with Wales has meant that adults with enduring mental 
health problems are being cared for within the community setting, presenting new challenges for community 
mental health teams and primary care. The personal experiences of the researcher during this transition have 
provided the motivation for conducting research into the observations of this transition and apparent impact in 
the community setting. In many respects the researcher has been also driven to conduct this research through a 
moral sense of providing evidence to examine the problem in more detail and potentially influence strategy, policy 
and practice. Finally, a large dataset of information exists in Wales (the Welsh Health Survey) however data specific 
to the health of adults with an enduring mental health problem has not been reported on, or published. The next 
chapter will present a literature review initially examining the construct of health and how it may relate to the 
development of physical health problems in those with an enduring mental health problem. Later, the literature
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review will explore current research relevant to the physical health of people with an enduring mental health 
problem.
Summary of Chapter Two
The closure of large psychiatric institutions with Wales has meant that adults with enduring mental health 
problems are being cared for widiin the community setting, presenting new challenges for community mental 
health teams and primary care. Caring for people with an enduring mental health problem in their own homes, 
rather than an institution, should lead to a better quality of life supported by effective shared care delivered within 
a primary health care team. A number of strategic drivers have been implemented over the last few decades to 
deal with the inequalities and inequities in health within Wales, however for people with an enduring mental health 
problem these have not delivered. Townsend (2006) underlines the continued current poor state of health in 
Wales through highlighting key findings in the Chief Medical Officer's Health Status Wales report of 2004/2005 
(NAW, 2005c). The report did not make good reading and key points included;
1. Mortality rates in Wales are the worst in Western Europe, particularly heart disease
2. Wales has the highest rates of cancer disease registrations in Western Europe
3. In 2000-2002 death rates in Merthyr Tydfil were almost 50% higher than in Ceridigion
4. Wales has a higher percentage of people reporting a long-term limiting illness than in England
To explore the potential inequalities and inequities relating to people with an enduring mental health problem the 
researcher conducted a preliminary analysis of the 1995 and Welsh Health Survey 1998 utilising two sample groups; 
those self-reporting an enduring mental health problem and those not reporting an enduring mental health
v
problem. Initial analysis in some self-reported disease categories revealed an increased prevalence of diseases 
among people who reported a 'mental or nervous illness' over three months in duration within the health 
questionnaire.
Current epidemiology does not present a clear picture of  whether having an enduring mental health problem itself 
is the primary contributory factor to increased physical health problems in those experiencing an enduring mental 
health problem, or a range of odier dynamics. If mental health is the primary factor, -which may explain increased 
physical health problems in people with an enduring mental health problem, then policies to improve the mental 
health of people in Wales may lead to improved physical health as well. However, if that was not the case, other 
types of strategies, policies and practice may need to be employed -which are specific to variables such as age, 
gender and where one lives for instance. No large studies have been conducted in Wales to examine these 
arguments. A large dataset (Welsh Health Survey 1998, NAW, 1999) akeady exists upon which data could be drawn 




The method employed for the literature review
Within this thesis the aim of the literature review was not to replicate a systematic search of what is reliably 
known, as this would demand resources well beyond the scope of the research study, but to conduct the review in 
a systematic way in relation to the research aims, objectives and argument presented earlier (page 15 and 16). In 
that respect it was close to the first definition; a search of what was believed to be known. In this way, smaller and 
perhaps less reliable studies were considered in the pursuit of both knowledge and developments in practice. To 
ensure there was a systematic approach to the literature review broad inclusion criteria were identified for the 
search, which included research studies reported in peer-reviewed journals and Internet sources from 1986, all 
types of mental health problems, world-wide articles, strategies and policies and all research sample sizes. A table 
was constructed to highlight the empirically based studies (n =82) relevant to the formation of the research 
argument, objectives and questions within this thesis (Appendix II). The table utilises a simple scoring system to 
assess the quality and relevance of the literature to the thesis. Studies of high quality and high relevance score 1, 
studies of high quality and little relevance score 2, studies of limited quality but high relevance score 3 and studies 
of poor quality and no relevance score 4.
High Quality YES
NO / Limited







All empirical studies scoring 2 and 4 were not included in the literature review chapter. Thus, those of poor 
scientific quality and limited relevance were not included in the text or the reference list. These type of studies 
were generally characterised by very small, non-randomised samples and many could be regarded as a hybrid 
between research and audit (score 4). Studies of little relevance -were characterised by their presentation in the 
search using key words, but on reading, they had little relevance to people with an enduring mental health 
problem or physical health problems (score 2 and 4). Even though some studies examined which may have been 
constructed and implemented in a robust manner, it was decided not to include these to ensure the review was 
focused upon the research argument, objectives and questions (score 2). In contrast, a decision was made to 
include studies of limited scientific quality but highly relevant to the thesis. Their limitations were highlighted. 
These studies, which scored 3 in the table within Appendix II, represented 24% of the empirical research 
presented. These type of studies were considered as important due to the contribution they made to developing 
further research questions in future studies and the way in which they attempted, but not always achieved, an 
appropriate method for analysing the problem. For example, Brown et al (2006) have examined brief health
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promotion interventions in a population with a SML The study attempted to us a randomised controlled method, 
but the overall sample was very low to achieve any meaningful data on which to generalise. Even though this 
limited the findings, it raised highly relevant discussion on the worth of attempting this type of health promoting 
intervention with a group of people with a chronic mental health problem. This was thus relevant to a discussion 
on the effect of disablism  where peoples' perception somehow view people with a mental health problem as 
somehow not being interested in their own health needs, or perhaps worthy of intervention.
The degree of robustness and sophistication in methods of studies elsewhere did not easily answer the specific 
research aims, objectives and questions of this study specific to Wales. Most studies have focused on 
schizophrenia and bi-polar disorder rather than common mental health problems such as depression and anxiety, 
which can be equally serious and enduring. Wales has one of the worst social, economic and health records in 
Europe and continues to struggle to meet the demand through years of under-investment, as highlighted in 
studies and reports presented earlier. In addition to this, the influences and construct of why it has such poor 
health, specifically within the population of adults with an enduring mental health problem, is unclear. The 
population of Wales continues to face specific and unique challenges and for those who are traditionally seen as a 
disadvantaged group (enduring mental health problems), their plight of physical ill-health may be much worse. 
Certainly the initial evidence gathered by the researcher (Table 1, page 30 and Table 2, page 31) provides a glimpse 
into the problem, and unlike other literature this preliminary examination of the extent of the problem focuses on 
more common, but enduring mental health problems, such as anxiety and depression. This specific problem in 
Wales deserves unique research attention with specific aims, objectives and research questions highly explicit to 
this region of the United Kingdom. The literature review of this thesis was essential to help shape the required 
methodology and methods, inform the subsequent discussions and refine the conceptualisation of the problem by 
the researcher. Current knowledge within this the area of health and social care examining the physical health of 
people with an enduring mental health problem is a mixture of different research study types, which present 
evidence either as the primary objective of the research (for instance, Fichter et al, 1995) or as a secondary finding 
to other research objectives in mental health (for example, the side-effects of psychotropic medication as in 
Jordan et al, 1999). There are a number of well-known studies regarding the physical health of people with an 
enduring mental health problem (for instance, Brown, 1997; Goldman, 1999), however they are usually focused 
on one condition such as schizophrenia and there has been no large scale study of common mental health 
conditions with a specific focus within Wales. In many respects, this has meant that in relation to the research 
aims and presenting argument of this thesis (page 15 and 16) the knowledge base in this area is relatively low 
compared to other topics in the health care of Wales. The search strategy reflected the supporting research aims 
and the argument of the thesis and careful consideration was given to the key words utilised for searching 
evidence. Key words utilised within the initial research for the literature review included;
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/. words about mental health; psychiatric, severe mental illness (SMI), mental health,
schizophrenia, depression, anxiety, community mental health team, Psychiatrist, Community Psychiatric (Mental 
Health Nurse, social skills, apathy, mental stimulation, appearance, activities of living attitudes
2. words about physical health; co-morbidity, cardiovascular, heart, respiratory, chest disease, 
cancer, arthritis, diabetes, general practitioner, health, well-being
3. words about lifestyle; nutrition, diet, obesity, Body Mass Index, exercise, smoking, alcohol
4. wotds about methodology; surveys, qualitative, quantitative
5. words about health promotion; risk assessment, health promotion, health education, models
6. words about socio-economic factors; income, employment, social class, housing, 
deprivation, gender, age, exclusion, inclusion, attitudes, Wales, policy, strategy
This list was expanded to pursue areas of interest obtained from the first phase of the search. The word co- 
morbidity could have represented three concepts; having a medical disease and a mental health problem, having a 
learning disability and a mental health problem or having substance misuse issues and a mental health problem. 
Maj (2005) has recently explored the term co-morbidity in mental health care and suggests that it should probably be 
avoided, as he considers it 'ambiguous'. Utilising intranet sources, the following electronic databases were 
searched; Cinhal, Medline, ClinPSYC and Psychlnfo. Internet sources included;
1. www.rcpsych.ac.uk (Royal College of Psychiatrists) 2. www.mind.org.uk (MIND)
3. www.nsf.org.uk (National Schizophrenia Fellowship) 4. www.gov.co.uk (DOH)
5. www.nrr.nhs.uk (The National Research Register: NRR) 6. www.gov.wales.uk (NAW)
6. www.york.ac.uk (NHS Centre: Reviews and Dissemination)
The search examined articles from 1986 to 2007 and included research of all types, rather than focusing on 
randomised controlled research studies only. This was mainly due to the fact that such an under-researched area 
of health and social care would not yield a great amount of randomised controlled research studies. The year 1986 
was chosen as it marked a 15-year cut-off point retrospective to the time the researcher commenced the search. 
The first areas searched was the National Research Register (NRR). This database, sponsored by the Department of 
Health, is a register of on-going and recently completed research projects funded by the NHS. The database has 
been running from the year 2000 and includes The Clinical Trials Directory, The Register of Reviews and Abstract of 
Cochrane Reviews. The database collects data from 350 organisations that have registered as data providers. The 
projects registered to these database are usually regional and nationally sponsored research studies. Thus, the 
register was an excellent data source to enable the researcher to check if similar work to that of this thesis was 
being conducted within the United Kingdom. Utilising the key -words previously discussed, 1,242 hits were 
produced in the NRR search. Most studies were reported as completed, and a smaller proportion was described as 
on-going. Unfortunately, many of the completed projects had not reached a publication stage and only 27 seemed 
related to the research questions in this thesis. There were no hits within the search for the term medical co-morbidity. 
Initially, the literature review examined the construct of health including its theoretical underpinnings and 
approaches, with specific inferences to mental health. This was an important initial stage to the literature review as 
it aimed to hone the researchers thinking and conceptualisation of why those -with an enduring mental health
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problem face greater risks of physical health problems than others in society. Later in the review, the definition of 
enduring mental health problems was explored, mostly referred to within the literature as severe mental illness 
(SMI), although others are gradually replacing this term. The term SMI is also used interchangeably with words 
such as psychosis, enduring mental health problem and long-term mental illness. It was important to seek 
clarification on current knowledge regarding this term and examine these in relation to the terms of reference for 
this thesis. The review examined physical morbidity and mortality among adults with enduring mental health 
problems and explored evidence where service provision had failed, specifically within primary health care. The 
type of research studies usually employed for examining morbidity and mortality were epidemiological in nature. 
The review also examined the concept of lifestyle factors (smoking, diet, etc) and health promotion in relation to 
mental health and the role of primary health care in the treatment and care of people with mental health problems.
An introduction to the construct of health
One of the supporting research objectives of this thesis was to explore and understand the context in which 
people with an enduring mental health problem in Wales may develop physical health problems through building, 
and refining, a conceptual framework. In developing this framework it was paramount to explore and gain insight 
into the underpinning theories of health and how they may contribute to the understanding of the development of 
physical health problems in people with an enduring mental health problem. Within these data obtained from the 
Welsh Health Survey 1998 (NAW, 1999) it was also important to analyse the findings in light of the construct of 
health and the conceptual framework, aiming to link theory, evidence in the literature review and data from Wales 
in a more rounded review. This initial section of the literature review will explore the construct of health in 
relation to physical health and mental health, and how these may relate to the development of physical health 
problems in those with an enduring mental health problem (Figure 1). The exploration will then be considered in 
the development of the first draft conceptual framework at die end of this section and finally in light of the 
findings from the Welsh Health Survey 1998 (NAW, 1999).
Figure 1 Exploring the construct of health
EXPLORING 
CONSTRUCTS OF HEALTH
PHYSICAL HEALTH MENTAL HEALTH
\
DEVELOPMENT OF PHYSICAL HEALTH 
PROBLEMS IN THOSE WITH AN ENDURING MENTAL HEALTH PROBLEM
FIRST DRAFT OF CONCEPTUAL 
FRAMEWORK
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The constructs of health; philosophical underpinnings
A well-known definition of health is one constructed by the World Health Organisation (WHO) over half a 
century ago. This stated that health was 'a state of complete physical, mental and social well-being, and not merely 
the absence of disease and infirmity' (WHO, 1948). Whilst attempting to be all encompassing at the time, this 
definition has been criticised. Ewles and Simnett (2003) have highlighted that it was 'unrealistic and idealistic'; the 
idealism relating to the term complete and the definition also identified health as somewhat an ideal state and is very 
much viewpoint of others ('outsiders'). In other words, we all perceive health in different ways from different 
perspectives. Nevertheless, the WHO definition at least recognised that health was more than one aspect of 
person noting that health is also built of mental and social well being. Recently, other more holistic definitions 
have emerged and Seedhouse (2001) expounds health as an 'empowerment goal' for a person whereby they fulfill 
their own potential. This definition is useful in that it recognises that we are all individuals with different 
propensities to achieve varying levels of health; for professionals in health care, empowering a person to achieve 
their own potential is an important objective.
Seedhouse (2001) has usefully explored and critiqued the many definitions, theories and approaches to health and 
has stated that there are three different ways to conceive health. The first is to look at health as a problem within 
the individual, and this is very much akin to the contemporary medical understanding of health. Thus, taking this 
view, health problems presented by people should be dealt with by applying clinical techniques to parts of an 
individual's body or mind. The second view of health, according to Seedhouse (2001), considers health from 
environmental and social circumstances. Thus, interventions for promoting health should focus on providing for 
people when we are sick and on ensuring that social conditions are improved in order that the incidence may be 
reduced. Seedhouse (2001) also adds that this understanding of health tends to foster the view that health 
inequalities between differently privileged people should be reduced, and ideally made equal. The third way to 
conceive health, described by Seedhouse (2001), is the holistic understanding, which recognises both that health 
problems, can be caused by disease (first conception of health) and by environmental and social circumstances 
(second conception of health). However, Seedhouse (2001) stresses that the holistic view of health does not 
accept that there is a distinction between problems of disease and other problems in life. This view proposes that 
health problems are not only problems of health and disease but one of autonomy. In other words, the more 
autonomy we have the more able we are to achieve health. Also, all conditions that provide for autonomy, for 
instance, education, sense of community and information, must be considered in an assessment of health and 
medical services. These three viewpoints described by Seedhouse (2001) are a useful summary of understanding 
health in relation to this thesis, and will be re-visited at various points.
In Seedhouse's (2001) critique of health he usefully draws together the major theories, which attempt to explain 
the concept, and this analysis includes the following;
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1. The theory that health is an ideal state.
2. The theory that health is the. physical and mental fitness to do socialised daily tasks.
3. The theory that health is a commodity that can be bought or given.
4. A group of theories, which hold that health is a personalstrength or ability, either physical, metaphysical or 
intellectual.
The next part of this chapter examines each of Seedhouse's (2001) summaries and relates each to those individuals 
with a mental health problem.
The theory that health is an ideal state
The theory that health is an ideal state stresses that to be healthy one must reach an ideal state of physical, mental 
and social well-being. Such definitions of health set ideal standards which most, if not all of society, can never 
reach. In most government health policies, ambitious targets are set to create an ideal state of health for our 
society, however they are rarely met to the standard they are  written and aspire to. The example in Wales 
presented earlier on page 28 is representative of this. Of course, aiming to be disease-free and in a state of total 
well-being is a highly commendable target however in most circumstances is quite unrealistic where there are 
multiple variables to consider. For example, the introduction of a vaccine to reduce the incidence and prevalence 
of diphtheria can have significant effects on the health of a young population. In contrast, the introduction of a 
flu vaccine to reduce the overall exacerbation of chronic respiratory disease in the elderly may not have any effect 
as there are multiple variables involved in the success of this initiative such as access to the general practitioner, 
the state of the persons housing and informal social support. Therefore health targets need to be conservative and 
realistic.
Seedhouse (2001; p 43) expounds that a state of ideal health cannot be met because *we all possess more latent 
potentials than a person can ever fulfill'. In other words, people make choices throughout their lives and different 
paths are chosen. Some choices lead to better health, and some not. Applying a theory that health is an ideal state 
to one's mental health is also problematic. Firstly, what is an ideal mental health state and -what defines an 
enduring mental health problem? Indeed, some aspects of what is defined as an enduring mental health problem 
can actually improve people's lives. For instance, low levels of anxiety can make a person ambitious or make 
choices that reduce risk and are beneficial. An ideal state of health is aspirational and in reality is fraught with 
pragmatic difficulties.
The theory that health is the physical and mental fitness to do socialised daily tasks
A second theory of health, described by Seedhouse (2001), defines it as the physical and mental fitness to do 
socialised daily tasks, and this is supported by sociologists such as Talcot Parsons (1951). Parsons (1951) derives 
his notion from a functionalist perspective and his attempts to build a model of the working of all parts of the
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social system. Giddens (2001) describes how functionalism holds that society is a complex system whose various 
parts work together to produce stability and solidarity, stressing the importance of moral consensus to maintain 
order and exists when most people in society share the same values.
Parsons (1951 and 1981) defines health as a state of 'optimum capacity' for an individual so that the person can 
have an effective role for which they have been socialised. Parsons' notions expound that people experiencing an 
illness cannot fulfill the effective role in the society they have ascribed to and being free from disease is thus is a 
desirable goal. Seedhouse (2001) highlights a weakness in this notion as it dismisses those who are disabled. 
Individuals with a disability are not necessarily ill, but according to Parsons' theory cannot fulfill an effective role 
according to the norms of the society in which they live. Parsons (1951 and 1981) also describes the 'sick role'. 
Individuals who adopt this role can claim the right to be excused from normal social duties, but are obliged to 
seek help as they have a duty to get healthy again. The 'sick role' concept certainly explains the system of welfare 
within the United Kingdom. Those who are ill, seek legitimisation to be excused from employment through their 
general practitioner issuing a certificate. To continue to receive an income, the individual must comply with a 
series of assessments and interventions aimed at either returning to work or permanently having permission not to 
work. Seedhouse (2001) states that this theory describes health too narrowly, thus disease and illness become the 
only health problems, which interfere with a person's capacity to function.
The theory that health is a commodity that can be bought of given
The theory that health is a commodity is based on the tenet that health can be bought, given, sold or lost. 
Seedhouse (2001) adds that this theory has arisen from the approach of medical science. Thus, a drug can be 
bought and somehow it affords better health or a health service is commissioned and it may improve the lives of 
the local population. One can see such a theory in action at NHS Trust and Local Health Board level throughout 
Wales. On an annual basis, the local health needs of a population are assessed, priorities set in light of the budget 
available and services commissioned to meet those health needs. Such developments may be a new health clinic, 
increased numbers of specialists in a hospital or a new diagnostic unit. In many cases, this results in health gain, 
however it is not an exact science and the individual characteristics of people are not always considered. For 
example, to reduce waiting lists for total hip replacements a 'second offer' scheme is currently in place across 
Wales. Patients on the surgical waiting list are offered surgery in another hospital, sometimes in England. Despite 
the promise of immediate treatment for a painful disability, many elderly patients prefer to wait, as they fear the 
excessive distance from their relatives and prefer their care in their local hospital. The theory that health is a 
commodity also exposes the difficulties in providing high cost care within finite resources to a needy population. 
This occasionally results in ethical dilemmas and public unrest. For instance, the Prostate Cancer Charity (UK) in 
2006 revealed that men in Wales were denied access to Brachytherapy (a type of radiotherapy) by Health 
Commission Wales (HCW) on the basis of cost. Health Commission Wales are the governing body for all 
expenditure in the NHS of Wales. At the time 22 centres in England were offering the treatment to prostate
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cancer sufferers. Recently, it has been funded in Wales by HCW, however this is a typical example where Wales 
experiences delays in vital treatments compared to England. This has demonstrated the dilemmas faced by those 
managing funding when high cost therapies become available as a commodity on the health market. Certainly, the 
theory that health is a commodity is clearly evident in the processes of the National Health Service and the need 
for local data to inform commissioning is essential for improving the lives of people with an enduring mental 
health problem.
Theories which hold that health is a personal strength or ability
Seedhouse (2001) describes a group of theories, which hold that health is a personal strength, or ability, which can 
be labeled under the term humanism. The humanistic view of health considers illness and expounds that 
sometimes disease is necessary to help a person to grow. Although Seedhouse (2001) also notes that within 
humanism there is a belief that people should be helped to develop themselves by the removal of illness by any 
means, including medical science. Peoples' experiences are perceived as important in helping their understanding 
their lives. From this perspective Sacks (1982) theorises that health is metaphysical strength. Sacks (1982) 
describes many patient experiences, where despite significant disability and illness, an individuals inner strength 
and spirit can overcome the restriction or health problem they are experiencing. Most health professionals have 
 witnessed such phenomena where, against all odds, patients can make a full recovery, with or without treatment. 
Indeed, for many some people who have experienced a mental health problem it can change their lives in a 
positive way. The research around such notions of health is mainly descriptive and it is extremely difficult to 
evaluate a concept such as 'inner strength'. Nevertheless, the theory is useful to consider so that people are viewed 
as individuals, not merely a series of problems to be treated. Seedhouse (2001) provides useful examples of a 
number of closely related views from writers such as Herzlich (1973) and Williams (1983), who also focus on 
health being related to a person's strengths, abilities and beliefs. In the work of Williams (1983) examining the 
health of people living in Aberdeen, he concludes that although health is seen as the absence of disease, a person 
can be healthy -whilst experiencing a serious disease. This notion is very important in the management of chronic 
diseases, such as diabetes. This potentially life-threatening disease requires the person to maintain a healthy 
approach to all aspects of their life to ensure the illness does not cause serious harm. Most people with diabetes 
live full and healthy lives, if advice on leading a healthy lifestyle is followed. For example, Jonker et al (2006) has 
found a reduced mortality rate among those with diabetes who are physically active. Likewise, people with an 
enduring mental health problem could experience good physical health and physical ill-health should not be a 
accepted inevitable outcome of mental illness. Seedhouse (2001) highlights the -work of Mansfield (1977), Dubos 
(1959) and Illich (1977) to describe theories that relate to the 'inner strength' concepts of health. These associated 
theories focus on healdi being an ability to adapt. Thus, Illich (1977) views the increase of medical technology as 
interfering in people's ability to adapt. Both Dubos (1959) and Illich (1977) believe that health is mainly a result of 
social measures such as better nutrition, housing and employment conditions. Dubos (1959) states that many 
diseases are a result of modern day living and are a result of populations not adapting to these changes. One
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instance of this is the rise in heart disease through smoking (US Department of Health and Human Services, 
1983) and increased levels of mortality through unemployment. In a British study by Morris et al (1994), men aged 
40-59 who had become unemployed were twice as likely to die in the following 5.5 years as men who remained 
continuously employed and even after adjusting for previous ill-health the risk was only reduced to 1.95. 
Employment status has also been identified as reducing the risk of healthy people developing limiting illness 
(Bartley et al, 2004). These theories of health support the need for primary care and mental health services to work 
together on multiple factors that may affect health.
Reflecting on die humanistic related theories, Seedhouse (2001) describes them as rather vague and sometimes 
ambiguous. This may be a valid observation, however this should not be a reason to reject such notions. 
Seedhouse (2001) is not dismissive of such theories to explain health, but critical that they lack the research base 
to substantiate their claims; more research is required. Examining the humanistic group of theories it is tempting 
to absorb them into ones thinking as a health professional, as many examples in practice seem to support what is 
being proposed. People's personal ability and strength to cope with illness is vital to recovery, and much illness 
presenting to health care professionals is a result of people not adapting to the stressors of modern life. Irritable 
Bowel Syndrome is one such illness -where half of sufferers describe the condition as being stress-related 
(Drossman et al, 1999). The success of treatments to cope with such illness depends on the ability of the sufferer 
to control external and internal stressors. This is also the case for mental health problems where many models of 
intervention, such as the Tidal Model (Barker, 2000) draw on a person's ability to help themselves.
In summary, Seedhouse's (2001) critique of the major theories attempt to define and describe health and are 
useful to consider in light of the findings of this thesis. In relation to the health of people with an enduring mental 
health problem, two theories are highly persuasive; firstly the theory that health is the ability to conduct socialised 
daily tasks and the second that it is a personal strength. This choice is based on the nature of enduring mental 
health problems itself in relation to its common feature of apathy and lack of motivation. This will be re-visited 
later in this thesis.
The construct of health; strategies to enhance health based on theory
The medical approach to increase health
Arising from these theories described earlier are general approaches, described by Seedhouse (2001), for increasing 
overall health falling into three general categories; the medical science approach, the sociological approach and 
humanistic approach. Within the medical scientific understanding of health, problems exist in the individual and 
should be dealt with by applying clinical techniques to specific parts of individuals, including their minds. Thus, 
physical health problems become 'diseases' and mental health problems are described as 'psychoses' or 'neuroses'.
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Seedhouse (2001) comments that the medical image of health currently overwhelms policy-makers and news 
media in the western -world. The medical approach to health and health care has been a dominant view for many 
years and there is no doubt diat it has made a major contribution to our understanding of health and disease. It 
can be attributed to alleviating much distress throughout the world. Examples include the impact of vaccines for 
childhood diseases, the discovery of antibiotic therapy and the advances made in diagnostic techniques. 
Unfortunately, the model is not without its problems. Firstly, it tends to regard the individual in isolation and not 
in a social context and secondly die process of detection in the individual and finding treatments to deal with 
them is increasingly costly with advances in medicine and science. The NHS Clinical Institute for Health and 
Clinical Excellence (NICE) makes recommendations for new treatments and best practice in specific disease 
groups and it is currently estimated that this has cost 10% of all new monies set aside for the NHS in recent years; 
about £2 billion (BBC News, 2007). NICE are not concerned with budget restrictions; their function is merely 
focused on making known the best evidence-based treatments and associated outcomes. Maynard et al (2004) 
have critiqued the agenda of NICE, and called for the approved new technologies adopted by NHS clinicians to 
be influenced by cost as well as effectiveness, due to the spiraling financial effects NICE have had in the NHS. In 
addition to costs, many recommended treatments, specifically medication, are not without their own problems 
such as side-effects or adverse reactions.
Bond and Bond (1986) comment that the medical model approach emphasises the treatment of illness rather than 
health or normality, and this view has meant that the education of health workers focuses on a disease based 
curricula, with associated clinical experience, based around medical specialties. The medical view is not without its 
critics and its scientific base, whilst making advances in many aspects of illness, has not eradicated disease in 
general. For example, the understanding of cancer and its treatment. Indeed, the treatment of cancer through 
chemotherapy is not without serious risk to the person himself or herself. Ewles and Simnett (2003; p 12) 
summarise the negative aspects of the medical view by stating that 'medicine is, at best, a treatment and care 
service for the ill and, at worst, a means of undermining people's competence and confidence to improve their 
health'. Illich (1977) argues that medicine is harmful and proposes guidelines to limit it. Illich (1977) proposes that 
doctor-induced disease, or -what he called 'clinical iatrogenesis', is increasing and this has a wider implication for 
health in general. The medical model focuses predominantly on disease eradication, rather than prevention. 
Indeed, Illich (1977) argues that the medical model it is a threat to health with increasing dependence upon 
doctors and this results in an increasing demand for services and resources. Illich's (1977) arguments that the 
medicalisation of health is harmful to society are certainly persuasive and within the United Kingdom there is 
support for his notion when one examines the ever increasing resource allocation to health care but continuing 
deficits in health. Also, the potential harmful effects of hospitalisation such as health care associated infection. 
Whilst Illich's (1977) arguments regarding the medical view of the person have been met with some skepticism
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and criticism (Navarro, 1975) authors such as Armstrong (1995) have highlighted that his views reveal that health 
care provision can cause risk as well as be helpful.
In relation to mental health problems, the medical approach still dominates much of the recovering persons 
treatment plan, and this may have the harmful effects; medication is an example of this. Sullivan et al (1992) 
examined clinical factors associated with better quality of life in a seriously mentally ill population and found that 
having fewer medication side-effects were associated with a better quality of life. This strengthens the case for 
those prescribing medication to be highly selective, as such treatment should be a based on an accurate diagnosis, 
regularly reviewed and only used where other alternatives are not available or effective.
Sociological approaches to increasing health
Sociological approaches to health promotion focus on how social injustice is somehow directly or indirectly 
related to the development of illness, and its understanding may be part of the solution to maintaining good 
health. Drawing upon these approaches, Seedhouse (2001) expounds that these concepts view health problems as 
being caused by, and are therefore dependent on, environmental and social circumstances. Thus, interventions for 
health should concentrate on providing for people who are sick as well as ensuring that social conditions are 
improved to reduce the incidence of ill-health. Such social circumstances include social class, income, where one 
lives, work and housing. These factors will be revisited later in this literature review and these circumstances are 
important factors to explore within this thesis. Seedhouse (2001) adds that this understanding tends to support the 
view that health inequalities between groups of people should be reduced and in the ideal sense be made equal. Of 
course, the concept of equal health for all may not be realistic and one is drawn to Seedhouse's (2001) previous 
analysis -where he described that a state of ideal health cannot be met because we all possess more latent potentials 
than we can ever fulfil.
Sociologically, the terms inequality and inequity are important. The literature frequently distinguishes between 
these terms but also uses these terms interchangeably; there are various interpretations regarding the nature of 
each concept. To understand the differences, and relate these definitions to this study, it is useful to examine the 
work of Rawls and Whitehead. Rawls (1971) talks about equality in relation to his theory of social justice. His 
theory still influences debate today and for some is more favourable than other explanations (Bommier and 
Stecklov, 2002). Rawls (1971) uses the term 'social co-operation' where a set of principles is required for choosing 
among arrangements, which determine the division of advantages. Rawls (1971) also points to inequality where 
the distribution is unequal, however these may be just if they produce gains for the disadvantaged. For example, in 
order to address inequity we may need to provide an unequal service. Applying this principle to the NHS, 
distribution of resources may be planned to be unequal; for example spending more money on inner city mental 
health services rather than rural areas in a financial year. Whilst there is unequal distribution, the planning may be 
just and necessary as the greater need is within inner city areas. Much of the NHS has to face these decisions on a
44
regular basis as it works within resource allocation limits. Of course where the distribution of resources is not 
planned or where it has been ineffectively managed, inequality and inequity will exist and the overall effect will not 
benefit the most disadvantaged. Tudor-Hart (1971) termed the phrase inverse care law to describe such a 
phenomenon, whereby resources to address ill-health are not allocated to the areas of greatest need. In addition, 
inequality relating directly to peoples' health may not only link to health service distribution, but also have 
sociological origin such as education, housing and employment. This relates directly to those with an enduring 
mental health problem. Whilst there is evidence to demonstrate physical health deficits, very little if any research 
has explored the reasons for such inequity, not only from a health viewpoint but also from a sociological stance. 
This thesis will attempt to explore such phenomena.
Equity is somewhat different from equality in that it is related to providing services according to need and fair 
distribution. Whitehead (1992, 1994 and 1996) defines health inequities as differences in health that are 
'unnecessary, avoidable, unjust and unfair', and Braveman and Gruskin (2002, page 254) describe equity as 
'inherently value-based whilst equality is not'. McGuire et al (1988) offer a useful description and define equity as 
involving some 'conscious departure from the pursuit of maximising welfare in the interest of more equal 
distribution of some health related characteristic'. In other words, equity compares different individuals or groups 
of individuals to each other across the same or different circumstances. Based on this notion those people 
experiencing an enduring mental health problem experiencing elevated levels of physical ill-health compared to 
those who do not have an enduring mental health problem in the same social class could be described as 
experiencing inequity. McGuire et al (1988) have highlighted that two areas in health care of most concern for 
equity are across socio-economic groups and geographical areas. Within this thesis it will be possible to examine 
geographical differences throughout Wales in relation to the physical health of people with an enduring mental 
health problem, and explore differences between gender, age groups and social class. The literature review will 
explore whether the choice of these variables is justified and that these factors may influence health status. Further 
exploration may provide essential evidence of whether inequity exists not only between those with or without an 
enduring mental health problem, but also within those only with an enduring mental health problem.
One -way of helping to understand this concept are the notions of vertical and horizontal equity. McGuire et al 
(1988) describe how vertical equity involves the unequal treatment of unequals. Consequently, those experiencing 
different health problems, for example depression or arthritis, require different treatments. In contrast, horizontal 
equity is concerned with equal treatment of equals, thus two individuals experiencing the same condition should 
receive the same treatment. This latter analysis (horizontal) is useful in exploring the potential inequity 
experienced by those with an enduring mental health problem within this study, alongside factors such as 
geographical area, social class and deprivation. Vertical equity is more difficult to explore in that not only does one 
have to determine the inequality between conditions but also the unequal responses to that condition. Within the
45
1998 Welsh Health Survey (NAW, 1999) this may be difficult, however these data collated within it will certainly 
lend itself to an exploration of horizontal equity.
Other analyses of equity have provided a useful understanding. Oliver and Mossialos (2004) have noted that in 
horizontal equity there is 'equal access for equal needs' and thus an equal opportunity for access to health services. 
In contrast, Oliver and Mossialos (2004) point out that those with unequal needs have appropriately unequal 
opportunities to access health care (vertical equity). Problems emerge when those in equal need and with 
opportunity that can be classed as equal, do not make equal use for a various reasons. For instance, some patients 
may be better informed than others, either intentionally or unintentionally. Within this thesis the possible 
existence of inequality and inequity of the physical health for those reporting an enduring mental health problem 
will be explored utilising self-reported health problems.
The humanistic approach to increasing health
The humanistic approach to health should be considered, according to Seedhouse (2001; p 61), as an attitude; 'a 
way of living and believing'. The humanistic approach offers the view that health is an individual goal which 
people should be free to strive for through their own efforts. Whilst research into this approach is limited, it does 
increase the awareness of health professionals that merely prescribing a treatment or commissioning a new service 
is too simplistic to achieve better health for individuals. A more holistic approach is required -which considers the 
culture in -which people live, the complexity of their lives and the autonomy and individual 'spirit' within people to 
heal themselves. Ewles and Simnett (2003; p7) state that the notion of health as a foundation for achieving human 
potential has much to offer health professionals as it recognises health as a 'dynamic health state, that each 
person's potential is different and that each person's health needs are different'. For Ewles and Simnett (2003; p7) 
working for health is the responsibility of both the individual and society and this includes 'empowering people's 
ability to enhance their quality of life'. Viewing the patient from a holistic perspective is an emerging principle 
within most health care provision, but for mental health services the concept of shared care is problematic, and 
one limitation of the holistic perspective is that it does not explain how one should deal with individuals who do 
not want to strive for better health and lack volition. To empower people who are clinically apathetic demands 
specialised skills. The holistic approach to care and treatment has also influenced the way in which professionals 
are trained and there are reported benefits to this type of education. Sternas et al (1999) report the benefits of 
training nursing and medical students together to deliver better health promotion. More evidence is required to 
reveal the potential benefits across a range of problems using the holistic approach.
In summary, three main approaches to health exist as defined by Seedhouse (2001). The medical approach is the 
main underpinning philosophy of the NHS and whist it is essential to better health it is unable to address all the 
problems, which people present with. It can also harm as well as do good. The sociological approach to health 
attempts not only to deal with presenting problems, but focus on the environmental and social circumstances that
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caused them and somehow prevent it occurring through tacking issues such as inequity and social injustice. Both 
medical and sociological approaches combined make a powerful alliance to tackling ill-health in the United 
Kingdom. Finally, humanistic approaches recognise the complex nature of health in all its forms and examines 
health as a dynamic health state; people have different potentials to achieve better health and each person's health 
needs are different. The focus in this approach is about empowerment and helping the person to help them to 
achieve their own potential.
The relationship between theories, approaches and the development of mental 
health and associated physical health problems
Constructs of health explored in die preceding pages have presented a useful glimpse into explaining how health 
and ill-health may be perceived. This next section of this chapter will look at how these theories may relate to the 
development of physical health problems in those with an enduring mental health problem. Ones mental health is 
as important as ones physical health, and both are highly correlated with one another, as found in studies by 
Dixon et al (1999), Hesslinger et al (2002) and Oslin et al (2002). Physical healdi problems can lead to mental 
health problems, and vice versa. Over the years dieorists have attempted to explain why people develop mental 
health problems from various viewpoints, such as the biological (for example the medical model of illness), 
psychological (for example cognitive and affective processes in die brain affecting ones behaviour) and from a 
sociological perspective (for example the labeling of illness). It is useful to examine these in more detail and also 
link these to the potential for developing physical health problems.
The medical model in mental health and physical co-morbidity
The medical model has evolved through the historical evolution of the science of medicine and as discussed 
earlier has formed the backbone of the model of treatment and care within the NHS of the United Kingdom. The 
basic tenet is a focus on illness and its treatment, and the prevention of illness diough medical science. The 
medical model certainly has its place in the eradication of disease and promotion of good health. However, its 
prominence explaining 'why someone has an enduring mental health problem has resulted in the development of a 
science of psychiatry, "which focuses on finding mainly biological reasons for the development of cognitive and 
behavioural problems, and medical treatments to treat and cure the 'illness'. This has resulted in most people with 
an enduring mental health problem being prescribed a drug, usually long-term, with no 'cure' aspect to its effect 
but certainly one of controlling and suppressing the symptoms. Such interventions have many successes, equally 
matched by failure. Unfortunately, most treatments are based on limited evidence around the causes of illness and 
schizophrenia is a good example.
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The World Health Organisation (1992) describe schizophrenia as;
'« syndrome with a variety of causes, and a variety of outcomes, depending on the balance of genetic, physical, social and 
cultural influence?
(WHO, 1992, pi 1)
This is a very broad description and reflects the way in which the medicalisation of this collection of symptoms (a 
syndrome) has resulted in a range of criteria. Indeed, it is so broad a definition that one could read it and attribute 
it to a definition of life itself. For schizophrenia, there are also sub-categories for paranoid, catatonic, hebephrenic, 
undifferentiated, residual, simple schizophrenia and post-schizophrenic depression. Thus, there are sub- 
classifications of a syndrome still not fully understood. Some argue that schizophrenia is an on-going hypothesis 
and such catagorisations are weak. Jabelensky (1993) highlights that the disease concept of schizophrenia remains 
as a hypothesis and objective indicators of the disease are lacking. If schizophrenia is something we know little 
about in terms of its aetiology, one may ask how can we base a range of medical treatments on such scant 
evidence? Despite the debate on what constitutes schizophrenia, three main theories have emerged to explain its 
aetiology; biological, genetic and environmental. Biological reasons for schizophrenia lead the research field and 
most treatment is based upon a number of these theories. The focus is mainly on neurological and brain 
abnormalities, predominantly around imbalances of the neurotransmitters dopamine and acetylcholine. 
Huttenlocher (1979) has researched the brain changes in adolescence and highlights that the human body cuts 
back synapses in the brain as it approaches this development stage. Hoffman and McGlashan (1993) takes this 
further and suggests that in schizophrenia this 'pruning' of synapses goes beyond what is the natural rate. Closely 
related to biological theories are studies of genetic factors. This type of research has been dominated by studies of 
twins where there are increased risks of developing schizophrenia of identical twins. For example, Walker et al 
(1991) found concordance rates of 41% for monozygotic twins to develop schizophrenia and 15% for dizygotic 
twins. Lastly, environmental theories around schizophrenia focus on the development of the child in relation to its 
environment. These still have a strong biological link with some researchers suggesting that exposure to influenza 
during gestation increases the risk of developing schizophrenia in later life (Barr et al, 1990). However, Cannon et 
al (1996) report no increased risk following exposure to influenza in the -womb. In relation to the environment, 
others have suggested that the relationship between the developing child and its family as also influential. Laing 
(1967) most notably highlights from his case studies that the behaviour of an individual labelled as 'schizophrenic' 
was rational in light of the family context in which they lived. The plethora of interpretations as highlighted above 
only strengthen the original argument by Jabelensky (1993) that schizophrenia is some sort of on-going hypothesis 
and yet the medical model still attempts to cure and control the behaviours; for the good of the person, and 
frequently for the good of the public. This control is not necessarily with the person's consent. Where such 
violations are made of a person's autonomy, for instance a treatment order under legislation, the medical model is 
more akin to controlling function on behalf of the state.
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In this example of schizophrenia, it highlights just how much the scientific community does not know about the 
development of mental health problems. It remains one of the last realms of medical practice where many 
treatments are based on a number of theories, but litde robust evidence exists to demonstrate why many of these 
may work. Electro Conductive Therapy (ECT) and lithium therapy are two examples. One of the main challenges 
of a medical approach dealing with mental health problems is the precise distinction between being mentally 
healthy and mental unwell; in many examples it is socially defined. Romme and Escher (1993) report that hearing 
voices is also evident as an experience within those not experiencing an enduring mental health problem. There 
are also cultural differences in behaviours throughout the world and for some people perceived as 'odd', their 
behaviour may be a normal experience for some cultures. However, based upon the biological theories of the 
development of mental health problems, there is a vast range of drug treatments used in practice to control the 
exhibiting symptoms and features of a diagnosed illness. Whilst in most cases the treatments certainly do make a 
difference in terms of helping people to return to a normal life, their prescription is usually long-term as they 
rarely cure the problem, just merely suppress the feelings and droughts. Unfortunately, this frequently results in 
unwelcome iatrogenic effects on the body ranging from minor problems such as constipation to major irreversible 
effects such as tardive dyskinesia. Even die more recent advances in atypical antipsychotic medication still present 
risks. Clozapine seems effective in dealing with the negative features of schizophrenia, such as apathy and social 
withdrawal, and it also reduces the possibility of extrapyramidal side effects. However, it is not without problems 
and Healy (2002) reports diat the drug has a higher level of recorded death rate dian any other psychotropic drug.
The medical model certainly has its place in explaining health and disease, however its role in defining and treating 
mental health problems remains controversial in several aspects. Despite this, the medical treatment of mental 
health problems remains the bedrock of services for people with mental health issues within Wales; both at 
primary and secondary care level. Some call for its integration with models of empowerment and Prince and Segal 
(2005) state that there is no reason dial mental health consumers cannot use the best of all strategies. Taking this 
further, there could also be an integration of psychiatry into general practice, which may achieve much for 
breaking down the professional barriers in shared care that sometimes overlooks the physical health care of 
people with an enduring mental health problem.
It is an inevitable, and unfortunate, consequence that the applied theories of the medical model to people with 
mental health problems may result in serious iaotrogenic effects of drug treatment leading to a greater prevalence 
of physical problems. These physical side-effects can, as explored later in the literature review, lead to serious 
problems such as cardiovascular disease. Of course, having an enduring mental health problem, which requires 
treatment through psychotropic medication, also creates a demarcation between services. As highlighted in the 
background of this thesis, the physical healdi of a person is the responsibility of the general practitioner, and the
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mental health aspect is the responsibility of either a hospital-based psychiatrist or community mental health team. 
This type of 'shared care' can have great benefits for the person with an enduring mental health problem but also 
makes the holistic approach to care much more complex, which will be explored later in the literature review.
Social models of health in relation to mental health and physical co-morbidity
A number of sociological theories have emerged over the last century which attempt to explain health, illness and 
health care; both physical and mental. Many are generally accepted as being significant in the way they explain 
relationships, whilst others have been discarded. Together, they provide professionals with a useful way of 
understanding the construct of health and their relationship to illness. Their value lies in a potential ability not 
only to understand but to predict ways in which socially influenced problems can be solved or affected. In relation 
to mental health, a number of major theorists have proposed notions on how people develop an enduring mental 
health problem.
Functionalism and social class
The French philosopher Emile Durkheim (1858 - 1917) was a strong proponent of functionalism, which suggests 
that a notion ofAnomie exists when there are no clear standards to guide behaviour in a given area of social life 
(Giddens, 2001) and under such circumstances people feel anxious, even suicidal. Within the modern society 
Durkheim explained the existence of crime and deviance as being the result of individuals having more freedom in 
the modern world; people can choose non-conformity. Giddens (2001) describes how deviance can have an 
adaptive function, as it introduces innovation in society and can promote boundary maintenance between 'good' 
and 'bad' behaviour. Importantly, Durkheim points to the behaviour of individuals depending upon their social 
environment and how society may influence and affect their behaviour. Bond and Bond (1986) have noted that in 
relation to mental illness, functionalism has influenced sociologists to look not for reasons in individuals 
themselves but in certain aspects of the social structure in which those with an enduring mental health problem 
live. Research around social class such as the social drift observation by Goldberg and Morrison (1963) is an 
example of such analysis. Also, a study by Weich and Lewis (1998) supports the notion that a poor material 
standard of living is associated with mental health problems. Their secondary analysis of the Surveys of Psychiatric 
Morbidity in Great Britain (Meltzer et al, 1995a) revealed a significant association between low household income 
and common mental disorders (Odds Ratio: 1.24) and not saving from income (Odds Ratio: 1.29), after adjusting 
these data for social class. This theory falls into the broader concept of structuralism where the organisation and 
structure of our society influences our behaviour, attitudes and values. What is clear from research is that being in 
a lower social class does increase ones chances of having physical ill-health (Townsend and Davidson, 1982) and 
these health inequalities increase with age (Sacker et al, 2005). For those without an enduring mental health 
problem there are greater risks of disease within the lower social class group as borne out in many studies, most 
notably the Black Report (Townsend and Davidson, 1982). These risks have not decreased significantly in the 
United Kingdom, despite the Black Report (Townsend and Davidson, 1982). Acheson (1998) has revisited the
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terms of reference of the Black Report (Townsend and Davidson, 1982) and reported that whilst death rates have 
fallen among men and women across all social groups, the difference in rates between higher and lower social 
classes have widened. Acheson (1998) highlights that this is an indicator of a socio-economic explanation of 
health and calls for intervention on a broad front. When one places mental health problems as well, socio- 
economic explanations become more complex. The relationship between social class, deprivation and mental 
health is multifarious. In a recent study by Weich et al (2002), used net income data was focused upon as the 
determinant of inequality in relation to increased mortality. Within the study, the hypothesis proposed that people 
in regions of Britain with the greatest income inequality would report worse health than those in other regions. 
Findings highlighted that there was limited evidence of an association between income inequality and worse self- 
rated health across the United Kingdom (n = 8366). This research reveals just how complex such socio-economic 
influences are in relation to measurement. There are some limitation to these findings, however, as they are 
predicted upon the respondents ability to assess their own health and also questions whether respondents over or 
underestimated the extent of their problems. This is a common limitation to this type of health surveys and will be 
revisited later.
The Governments' definition of social class is reliant upon income, thus those in low-paid jobs or who are 
unemployed are more likely to be categorised in Social Class IV and V. If those with an enduring mental health 
problem are more prone to be unemployed or on a low income as expounded by a number of studies (Goldberg 
and Morrison, 1963; Meltzer et al, 1995a), then inevitably diey will experience more ill-health as reported earlier by 
Morris et al (1994). For those with an enduring mental health problem, unemployment can be a significant issue 
for a variety of reasons. Firstly, having a low income in Wales usually indicates living in high areas of deprivation 
and poverty. This may result in the inability to afford good housing, eat heahhily, access recreation and transport. 
The combination of these factors can increase the risk of worsening existing mental health problems and escalate 
the likelihood of developing a physical healdi problem.
Within this thesis, the relationship between social class, social aspects of the lives of people and health will be 
examined to attempt to determine and explore if those with an enduring mental health problem experience more 
physical problems as a result of their social circumstances and position in society.
Interactionism and labeling theory
Giddens (2001) describes symbolic interactionism as a concept arising from a concern with language and meaning, 
driven by the work of Mead (1964) who claims that language allows us to become self-conscious beings. Being 
aware of our individuality and having the ability to see ourselves from the outside as others see us are key 
components of this self-consciousness. Bond and Bond (1986) have noted that the central ideas within symbolic 
interactionism present a frame of reference known as action theory and this evolved from Max Weber's notions
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that sociologists should comprehend those they study. To achieve this one would examine the world through 
those the eyes of those being studied, examining the motives and goals, which make people behave the way they 
do. In relation to the development of mental health problems, an interactionist takes the view that there is no 
definition of mental illness, but rather it is a social status conferred on the individual by other members of society. 
For example, those not experiencing an enduring mental health problem observe a person with a mental illness 
and look for, and expect, certain behaviours, regardless of the context of that behaviour. This is very much the 
basis of labeling theory. Once a label of mental illness is applied to an individual, other negative aspects follow 
such as stigmatisation and have been notably described by Szasz (1971). For people with an enduring mental 
health problem this is a major contributory factor affecting their interaction with society. For example, the label of 
'mental illness' conjures up in many people's minds a stereotypical view of what that person is typically 
characterised as untrustworthy, potentially aggressive, dangerous and somehow lacking intelligence. This of course 
is far from the truth, however it is the way society copes with behaviours it feels do not fit into accepted norms. 
The problem for the person with an enduring mental health problem is that the label remains, well beyond the 
acute phase of an episode of illness and this can isolate the person and deny them access to opportunities. In 
relation to health it may also affect the individuals ability to gain access to service or interact in a meaningful way 
with professionals. Prior et al (2003) have examined stigma in primary care within Wales utilising a qualitative 
approach (n = 127). Researchers have noted that there is widespread reluctance to disclose symptoms of 
emotional problems to health professionals. However, their findings led them to suggest that stigma alone does 
not explain the phenomenon in Wales. Prior et al (2003) conclude that members of the lay public have markedly 
different images from health professionals of what constitutes a mild to moderate psychiatric problem and non- 
disclosure should be viewed more accurately as a problem of 'alternative taxonomic systems' than a fear of stigma. 
This needs to be considered when defining mental health problems in this thesis and considering the definition in 
the Welsh Health Survey 1998 (NAW, 1999).
Interactionists are also interested in the individual person and his or her comprehension of themselves. Bond and 
Bond (1986) state that this follows from the assumption that individuals have to interpret and give meaning to 
their own actions as well as making sense of those of others with whom they interact. Thus, those with an 
enduring mental health problem labeled by society may act in ways society expects them to act. This often leads to 
isolation and one constant feature described by those experiencing an enduring mental health problem is the 
loneliness and loss of socialisation (Donnelly et al, 1996; Forester-Jones et al, 2002). This can exacerbate the 
original problem and lead to not just isolation but social exclusion. Isolation is a difficult concept to assess within 
the Welsh Health Survey 1998 (NAW, 1999), however, there are a few questions about disclosure of illness which 
may reveal some insight, and will be revisited in the discussion of this thesis (Chapter Seven).
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Social exclusion and its influence on health
In an editorial within the British Journal of Psychiatry, Huxley and Thornicroft (2003) underline the on-going issue of 
stigma and exclusion. Two different meanings of social exclusion were highlighted. The first is Demos which is 
evident when a nation is inclusive in its definition and realisation of citizenship and when citizen status leads to 
equality of social, political and legal rights, as expounded by Marshall (1973). The second meaning is Ethnos, which 
refers to a shared cultural community rather than a national community, and to shared values, identification and 
sense of cohesion. Huxley and Thornicroft (2003) stress that insofar as social exclusion in the context of Ethnos 
clinicians may be able to exert even greater influence through maintaining people in employment and this alone 
would significantly reduce the burden of social exclusion. Within the explanation by Thornicroft (2003), social 
quality was also important and involves maintaining leisure, work and friendship. Huxley and Thornicroft (2003) 
concluded that clinicians can help through better service provision and management. Both authors have provided 
a useful analysis of the aims one should adopt to improve the overall outcomes for people with an enduring 
mental health problem.
Having an enduring mental health problem is a long-term, debilitating health problem. Not only is it disabling 
because the mental health problem interferes with the person's ability to maintain daily activities for a reasonable 
quality of life, it also excludes the person from privileges and rights that are normally afforded to individuals in 
society. Social exclusion may then be an influential factor in increasing the physical health problems of people 
with an enduring mental health problem, however few studies if any, have examined this notion. Giddens (2001) 
states that social exclusion refers to ways in which individuals may become cut off from full involvement in the 
wider society. Giddens (2001) alludes to the concept being broader than that of the underclass and has the 
advantage that it emphasises processes (mechanisms for exclusion). For example, the label of having had 
schizophrenia may preclude a person from a career opportunity and thus deny a chance for increasing income and 
self-esteem. Giddens (2001) points out that social exclusion is different from poverty in that it focuses on a broad 
range of factors that prevent individuals or groups from having opportunities open to the majority of the 
population. For people with a enduring mental health problem this can mean many things; reduced opportunity 
for income, leisure and access to services for general health care. Being socially disadvantaged can be seen as 
contributory to ones mental ill-health and Fryers et al (2003) reviewed a number of research studies of mental 
health problems, highlighting that problems such as unemployment, low income, few qualifications and a low 
standard of living are common. Reassuringly, since 1997 the current government has made the reduction of social 
exclusion a key goal, and the Sainsbury Centre for Mental Health (SCMH) is working with the Department of 
Health to tackle the issue for people with mental health problems. This project is aptly named the Citizenship and 
Community Programme and it aims to address the role of services and community organisations in fostering the 
social inclusion of people with mental health problems. In a recent briefing paper Working for Exclusion (SCMH, 
2002) there are examples of good practice presented of how mental health and other agencies can support people
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to engage in a full life in the community. The report, however, highlights a number of risks associated with using 
the term social exclusion. Firstly, the paper reveals that the term social exclusion is a relatively new idea and has 
become persuasive to modern society but progress to tackle it may be hampered by an insufficient practical 
definition. Secondly, promoting inclusion could become a new language for changing the person, rather than 
changing the community. The concept of ensuring the community adapts to the person, rather than the person 
being solely responsible to change, is also one previously expounded by Oliver (1990). Thirdly, according to the 
Sainsbury Centre for Mental Health, the goal of inclusion is set within the broader context of user empowerment. 
The report points out that the danger here is that agencies will merely transfer their dealings with people in the 
institution to the community setting and avoid listening to people. This is a danger already highlighted within the 
introduction of this thesis,  where there was a perception that community care will somehow automatically provide 
a better quality of life. This is not always the case, as a change in the environment of care has to be matched by a 
change in the philosophy of care by all members of the multi-disciplinary team and subsequent change in 
practices. It could be argued that in many respects the negative culture of the institution has moved from the 
hospital to the community setting and therefore has litde meaning for the client. More research is required in this 
area.
Sayce (1998) of MEND, the mental health charity, suggests that discrimination toward people with an enduring 
mental health problem within mental healdi services still exists and indeed is increasing across a range of issues 
such as parenting, insurance and driving licensing. Sayce (1998) frames her argument around the concept of 
stigma and suggests that there are limitations to the concept, citing the work of Hayward and Bright (1997) who 
suggest that the benefits of accepting the label of being mentally ill outweighs the costs. For example, acceptance 
of illness may be an acceptable outcome of treatment. Sayce (1998) suggest that if society only tackles stigma in 
the sense of negative attitudes about mental illness, there can be no assurance that everyone can change their 
behaviour and adds that to expect users to change their own viewpoints when they continue to experience such 
prejudice is unreasonable. Sayce (1998) has highlighted a very important principle that clinicians can achieve great 
results at an individual level to ensure individuals can cope and deal with their illness. However, unless there are 
wider political and policy level changes to influence others, discrimination will remain. Research by Mukherjee et 
al (2002) has revealed a more optimistic view among psychiatrists of attitudes. In a survey of doctors and medical 
students in the London area (n = 520), whilst more than half of those responding felt that people with 
schizophrenia and substance misuse were dangerous and unpredictable, the majority of respondents indicated that 
the person -was not to 'blame for their illness'. This seemed to indicate some understanding that the person could 
not control their actions and that is was part of an illness. Mukherjee et al (2002) concluded optimistically that 
there is a lessening of stigma expressed as doctors become more experienced and that this indicated how 
important education was to their de-stigmatisation. Experience of mental illness is thus is key factor and there is 
evidence to suggest that the more contact people have with mental illness, the less likely that stigmatisation will
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occur. In an American study (Alexander and link, 2003) 1507 respondents were questioned about their contact 
experiences with people with a mental health problem and a sub-sample of 640 people were read vignettes of a 
character with mental illness. Participants then completed measures of their social distance from the character and 
perceived dangerousness of that person. Researchers concluded that as experiences of the respondents contact 
increased, the perceived dangerousness and desired social distance from the vignette character decreased, in 
relation to the perceived risk of people with mental illness to society. This study indicates the importance of 
knowledge and much fear about mental illness relates to being afraid of the unknown. If one has never met, talked 
to or understood a person who may have a serious mental health problem such as schizophrenia, it is likely that 
perceptions created in ones mind from the media may prevail. Educating the public, particularly a new generation 
such as school children, may provide the key to reducing stigma and recent studies have had success with this 
approach (Pinfold et al, 2003; Schulze et al, 2003), Unfortunately, it is disappointing that not all health 
professionals integrate their experience into practice.
One would not anticipate that those in need of most care would be removed from a general practitioner's register, 
but this does occur. Leavey et al (2002) investigated the extent to which this occurred in London through research 
of patients admitted to a psychiatric hospital. Two hundred patients were approached and 156 agreed to be 
interviewed; the mean length of registration with their general practitioner was 6.8 years. Ninety-five patients 
(63%) within the study by Leavey et al (2002) had a psychotic illness. Fourteen patients had been removed from a 
general practitioner list in the preceding 12 months, representing 9% of the research sample and a further nine 
patients found difficulty in finding a general practitioner. The main reason for removal identified was threatening 
behaviour displayed by the patient to others. Only in six cases had a reason been given by the general practitioner 
for removing the person with an enduring mental health problem from their list and 63% reported removing a 
total 65 patients in the preceding 12 months of whom 16 had a diagnosis of mental illness. On reflection of this 
research study it seems difficult to comprehend how behaviours, which may be an outcome of a mental health 
problem, are a reason for removing care and treatment, other than a feeling of danger by the primary healdi care 
team. Unfortunately, people with mental healdi problems in this case seem ostracised with nowhere else to turn. 
Almost inevitably this leads to worsening behavioural problems, poor health and eventual admission to hospital. 
Leavey et al (2002) report that those removed from registers in the study suggests difficulties in management of 
such people by primary health care and apparent lack of liaison with secondary care. It can of course also mean 
blatant and unjust discrimination against those most needy in our society, which morally and ethically is difficult 
to comprehend. One limitation to this research is it is unclear why the people removed were threatening and 
aggressive; was it the illness or frustration that the general practitioner would not offer the support they required? 
One cannot help thinking that the situation of removal could have been avoided if a little more time, patience and 
respect was given to the person with a severe mental health problem, although one is unclear in this study of 
whether resources in primary health care could have achieved this. Alderman (1995) has previously suggested that
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the stigma attached to mental illness seemed as strong in health workers as in the general population and Lawrie et 
al (1996) have found that general practitioners were more likely to perceive clients as violent, regardless of their 
previous psychiatric experience. Surely, there has to be greater impetus to ensuring those most vulnerable in 
society are treated fairly and with more understanding.
Equally concerning is the growing problem of people who remain out of contact with the psychiatric services. 
These individuals receive little, if any support and may therefore be more prone to mental and physical ill-health. 
Hansson et al (1997), in a ten-year follow-up research study of health utilisation in clients with mental illness (n = 
1167), found that patients in contact with psychiatric care had a higher consumption of Primary Health Care and 
of somatic outpatient and inpatient care. Maintenance of contact and constant review  was deemed as essential. In 
a recent study by Bebbington et al (2003) examining unequal access and unmet need of those with neurotic 
disorders, researchers concluded that even those with high levels of psychiatric symptoms very often did not have 
contact with professionals who might help them. Clearly, maintaining contact with those who can provide support 
is crucial but even when contact is maintained the approach used is also paramount to helping the person. 
Goldberg and Gater (1996), commenting on an international research study by the World Health Organisation of 
mental health disorders in primary health care settings, found that there were marked differences between health 
centres. Findings demonstrated that the detection of mental disorders was better in centres using a personal style 
of clinical service and where there was close collaboration between psychiatrists and general practitioners. 
However, even in the better centres, substantial numbers of mental health problems -were not diagnosed. Again, 
there seems to be some injustice here for those with mental health problems. If tumors were missed following 
screening in the general population there would be a public outcry. Such life-threatening conditions can stir 
emotions in society, however mental health problems do not, even though they are equally as life-threatening 
when severe and prolonged. It seems almost as if those without a mental health problem believe those with this 
illness somehow deserve what they get. Any further research on attitudes may wish to explore this observation.
Exclusion, -whether consciously or unwittingly employed by society, including health care professionals, has a clear 
potential for worsening the physical health of people with an enduring mental health problem, particularly those 
who have an enduring illness. The proactive promotion of good health, coupled with political influence to tackle 
social exclusion, is fundamental to making a difference.
An entering social model of disability
Having a mental health problem is a disabling condition as perceived by society, which like physical disability can 
disadvantage the person in many spheres of their life, including the health care they receive. Mental health 
problems, as well as learning disability, have been treated by society as a form of deviancy, leading to stereotyping, 
stigmatisation and social isolation. Society still has problems reducing its fear of mental illness and the media quite
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often fuels this opinion. In a Northern Ireland research study by Kelly and McKenna (1997), over half the 
community-based long-term mentally ill people surveyed reported that they had experienced harassment and 
victimisation. The findings of this study may be attributed to a lack of understanding of what having an enduring 
mental health problem. Poor attitudes, harassment and victimisation such as this toward people with a long-term 
mental health problem can lead to social exclusion. Ostracising people with an enduring mental health problem, 
through fear and a lack of understanding, can make the person even more isolated and disabled. The disabling 
effect of society's negative view of people with a long-term mental health problem can also have a detrimental 
influence on general well being. One may not normally think of people with an enduring mental health problem as 
being disabled, but an analysis of definitions of disability makes it clear that people with mental health problem 
fall into this category. Barton (1996) has explored definitions of disability and cites Hahn (1986);
'disability stems from the failure of a structured social environment to adjust to the needs and aspirations of citizens with 
disabilities rather than from the inability of a disabled individual to adapt to the demands of society
(Hahn (1986, p!28) cited by Barton (1996))
If one examines this definition in relation to a person with an enduring mental health problem living in the 
community, it may explain how society expect the person with an enduring mental health problem to fit into our 
routines rather than society adapting itself. With regards to meeting general health needs this would entail services 
actively promoting good health for people with enduring mental health problems and designing effective -ways of 
engaging people, particularly when they are difficult to engage. The National Cervical Smear programme is an 
example. This programme is based on postal reminders and one has to challenge its effectiveness for people who 
have an enduring mental health problem. Will the person read the letter? Will the person read the letter and attend 
the clinic? Is the person afraid of visiting the clinic? Caroline and Bernhard (1994) conclude that women with a 
serious mental health problem are a population at risk (health-related) because of their apparent 'invisibility'. 
Recently, Werneke et al (2006) have investigated the uptake of screening for breast cancer and have found people 
with mental health problems were less likely to attend. Reasons for non-attendance included increasing age, a 
history of detention in hospital and social deprivation. Health promotion programmes for people -who have a 
long-term mental health problem, in particular for women and ethnic minorities, should be tailor-made to combat 
the effects of disablement. Two issues clearly need addressing. Firstly, the way in  which information is provided 
regarding the importance of attending screening sessions and the second, follow-up of non-attendance. 
Stereotyping may also be influential. The Disability Rights Commission (DRC) report, "Equal Treatment: Closing the 
gap (DRC, 2006), examined the inequalities experienced by people with learning disability and mental health 
problems and their findings reveal problems with service provision. For people with mental health problems, and 
also learning disability, the DRC (2006) report 'diagnostic overshadowing' whereby reports of physical illness are
57
viewed as part of the mental health problem. Consequently, this leads to no investigations or treatment being 
performed.
Oliver (1990) argues that disability is viewed by society as a medical issue and individual problem, and not viewed 
from a sociological perspective. Oliver defines disability as follows;
'./I// disabled people experience disability as social restriction whether these restrictions occur as a consequence of inaccessible 
built environments, questionable notions of intelligence and social competence....... or hostile public attitudes to people with
non-visible disabilities'
Oliver (1990, xiv, Introduction)
This definition challenges the stereotypical view of people with disability and the writing of Oliver is described 
later by Bury (1996) as an exemplar in this context. If applied to enduring mental health problems it is clear that 
the greatest social restrictions are the hostile attitudes. One way people with an enduring mental health problem 
may deal with the poor attitudes of society is by staying at home and not socialising. If this is the case, visiting the 
general practitioner becomes stressful to the person (Leavey et al, 2002). The general practice is sometimes a 
foreboding place for the timid and shy person, and some people do not like the close proximity of the waiting 
room. Attitudes of other waiting patients and impatient staff can adversely affect the prospects of the person with 
long-term mental health problem returning to the clinic for further health checks. Even if the person is assessed, 
there is an increased chance that needs may go unmet. Hutton (1994) examined 72 clients with a mental health 
problem who were attending a day treatment programme and found 189 major physical health problems in 62 
subjects. Within the research study 47% of the problems had not been recognised previously. This suggests that 
there were general health needs for this group that were missed or ignored. In a controlled trial of general 
practitioners attitudes toward patients with schizophrenia, Lawrie et al (1996) found  what they called, 'an empirical 
demonstration of medical discrimination'. The research study demonstrated that the general practitioners' 
attitudes to a patient were substantially affected by a previous diagnosis of schizophrenia. What is required here is 
that a previous diagnosis should be the trigger for further intervention and an in-depth examination of needs, 
including physical health.
Hahn (1986, p!28) cited by Barton (1996) points out that the definition presented by Oliver (1990) challenges the 
perception of disability by professionals and the public, but involves more than changes to access and resources. 
Barton explains this stance by highlighting that it must not be assumed that disabled people do not need or see the 
need for the necessity of medical support. Reflecting on this, we cannot simply conclude that people with an 
enduring mental health problem are not interested in their own health needs. Payson et al (1998) suggest that 
clients with an enduring mental health problem are interested in their own health needs and Holmberg and Kane 
(1995) claim that people with chronic mental health problems use different symptom interpretation and
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management than do healthy persons, or those not with an enduring mental health problem, with similar 
symptoms. Within the research study by Payson et al (1998) clients ranked the health needs which had most 
interest to them including psychiatric medication and side effects, getting to know what was needed from a mental 
health system, and ways to solve problems. Thus, the person with an enduring mental health problem need to feel 
involved in their care and empowered to ensure they are not ignored. In a recent study by Hill and Laugharne 
(2006) the degree to which patients with a mental health problem wanted to play a role in decision making was 
examined and the desire for information was explored. Reassuringly, researchers found that there was generally a 
high desire for information and some degree of shared decision making with professionals, and this observation 
suggests that those with a mental health problem were no different than other patient groups in their desire for 
autonomy. Therefore, it would seem that this apparent desire for information is a good platform on which to 
launch specific health promotion activities to improve the health of people with an enduring mental health 
problem and Brown and Chan (2006) have recently conducted a randomised control study to measure the 
effectiveness of brief health promotion interventions. The results were extremely encouraging with a headline 
conclusion that health promotion interventions can produce health gains for people with a severe and enduring 
mental illness.
Changing the way in which society perceives and deals widi disability, whatever type is an on-going struggle for 
those who wish either a better life for themselves or for those wanting people with a disability to have a better 
deal in life. Integration into a normal life seems to be the key and mutual respect by all that all people are different 
from one another, in all senses. Recognition of this and acceptance is essential, however it would seem that the 
future has many barriers. North-way (1997), in an analysis of the meanings of inclusion and integration in the 
context of disability services, concluded that the existence of barriers should not provide a reason for inaction. 
Northway (1997) proposes that integration and inclusion are different with inclusion leaning more toward a social 
rather than individual model of disability. Inclusion thus requires, according to Northway (1997), a structural 
response which needs a commitment to the development of comprehensive civil rights legislation, an analysis of 
the effects of all present and future policy on disabled people and the participation of disabled people in the 
democratic decision making process. This analysis seems reasonable when applied to people experiencing 
enduring mental health problems and through recent campaigns by groups such as MIND; there is more 
involvement of people with mental health problems in the development of policies, which will affect their quality 
of life. This has also pervaded into the health care setting with greater consultation with people experiencing 
present or past mental health problems. These consultations include gaining views on future service provision, 
satisfaction with current services and more recently being included in the selection of professional health care 
staff. Such developments are promising signs of inclusion, however there is a fragmented approach to it 
throughout the United Kingdom dependent on providers views on priorities and the extent of local champions 
for people with mental health problems. Sharing such good practices could be a resource effective method of
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making small differences, which have a cumulative but significant effect. Barnes and Shardlow (1996) have noted 
that there has been little attempt to develop a social model of mental health to equate with Oliver's sociology of 
disablement (Oliver, 1990) however the researcher of this thesis believes that his model has a strong affiliation to 
enduring mental health problems.
Social influences on health
Two models have been described to attempt to explain die concept of health and illness; the medical model and 
social model. Beyond a model to explain constructs of health and illness, causation can be attributed to many 
social aspects of our lives, in particular our relationships with others, the environment and the lifestyle choices we 
make (Goldberg and Morrsion, 1963; McCreadie et al, 1998; Skapinakis et al, 2005). For those who develop 
mental health problems these social factors can magnify the probabilities of developing serious health problems 
(McCreadie et al, 1998). Choosing a high risk behaviour such as smoking, heavy drinking and a poor diet increases 
the risk of an individual having physical health problems (Rimm et al, 1995; food Standards Agency, 2001; 
McCreadie, 2003) but why is this more prevalent in those with an enduring mental health problem? Within this 
thesis the literature review will elude to such influences such as the seemingly therapeutic nature of smoking for 
people with mental health problems, and the dietary choices of people who are more likely to be unemployed or 
on a low income. This thesis will also explore lifestyle factors and their relationship to reported physical health 
problems. Having examined various sociological approaches, the social model appears most helpful in the context 
of this thesis as it considers the many factors that may influence the physical health of those with a mental health 
problem and will be revisited in light of the findings.
The humanistic approach and individual influences on the development of physical health 
problems
As discussed earlier, humanistic perspectives provide a means of looking at constructs of health that are more 
than looking at a person from a biological or social viewpoint. These perspectives focus on the individual and 
their potential. As stated by Ewles and Simnett (2003) earlier, this view has much to offer health professionals as it 
recognises health as a dynamic health state; that each person's potential is different and that each person's health 
needs are different. For Ewles and Simnett (2003) working for health has both individual and a societal 
responsibility, and involves enhancing peoples' quality of life. These principles are very close to the current 
thinking on making matters better for people with an enduring mental health problem. Most mental health 
problems affect the person's volition to initially help themselves and in many cases the symptoms of the illness 
result in apathy or a lack of control. Many types of treatments and therapies are focused on increasing the 
individual's motivation levels to almost cure themselves, and increase their confidence through empowerment. 
Empowerment as a key goal features strongly in models such as the Tidal Model (Barker, 2000) and the Stress 
Adaptation Model (Stuart and Laraia, 1998) where the professional is attempting to assist the person to regain 
personal control of their lives. The lack of empowerment, control and volition as a feature of many types of
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mental health problems may be influential on the health choices they make in relation to personal physical health. 
It has been previously discussed how social conditions such as poor income and social class can be a contributory 
factor to the development of physical health problems. However, fundamental to getting access to treatment is 
that the individual person with an enduring mental health problem can recognise their initial signs and symptoms. 
Indeed, having the volition to call for help or visit their general practitioner is absolutely essential to better health, 
as it is highly unlikely the general practitioner will make a house call. Bond and Bond (1986) have examined the 
process of acting upon signs and symptoms of health problems and make the distinction between illness and 
disease. Bond and Bond (1986) define disease as die medical concept of pathology whilst illness is defined by the 
person who had the signs and symptoms, and have usefully provided a model to explain ways in which people 
perceive and act upon illness (Figure 2).





Signs and symptoms NO
Identified by subject and
Interpreted as 'abnormal' YES
WELL WELL BUT DISEASED (1) 
UNWELL (2) UNWELL AND DISEASED (3, 4)
When one extends this model to people -with enduring mental heahh problem, the following scenarios emerge;
1. The person with an enduring mental heahh problem feels well but on routine check-up is found to be 
diseased (for example, hypertension).
2. The person with an enduring mental health problem feels unwell, is not diagnosed for a variety of reasons and 
not treated.
3. The person with an enduring mental health problem feels unwell, is diagnosed but not treated.
4. The person with an enduring mental health problem feels unwell, is diagnosed and treated.
In scenario 1 a routine check-up, not necessarily performed by the general practitioner, has identified a condition 
not known to the person himself or herself. This is where regular monitoring and effective primary health care can 
prevent health problems becoming more serious. This scenario is likely to occur where there is a good relationship 
between the person with a mental health problem and their key worker and awareness by both of the importance
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of regular health checks. People with enduring mental health problems are likely to have long-term treatment 
regimes with psychotropic medication and associated health problems of the iatrogenic effects such medication; 
regular monitoring extremely important. Scenario 2 typifies the common occurrence of unreported signs and 
symptoms. Disease may eventually present itself, but at a later stage or even at death. This clinical iceberg effect 
indicates that general practitioners may only be dealing with a fraction of the health problems that exist within the 
population of people with an enduring mental health problem. For people with an enduring mental health 
problem, a lack of volition through apathy may also contribute to not seeking help in spite of recognising signs 
and symptoms of disease. Scenario 2 also represents people reporting signs and symptoms of disease but where 
no diagnosis is made. In other words, they have been overlooked or ignored. Scenario 3 represents unmet health 
need, where little is done for the person, even though there may be a recognised heath need. Kendrick et al (1994) 
conducted a survey of 101 long-term mentally ill clients in 16 general practices in England. Kendrick et al (1994) 
found that 26 patients were found to be clinically obese, 53 were current smokers and 11 were hypertensive and 
concluded that this group of clients  was at increased risk of cardiovascular and respiratory problems in the 
community. Kendrick et al (1994), who compared these data to a contemporary national survey (OPCS, 1993), 
also noted that nearly all the risk factors identified -were recorded in the general practice records but few attempts 
to intervene were evident. Why necessary actions were not taken, even though the health need was identified, is 
not clear in Kendrick's study. It may have been useful to examine the attitudes of the general practitioners toward 
those attending their clinic with an enduring mental health problem, as this may have been a significant factor. 
This type of research could look for possible evidence to suggest that stereotyping of patients was in practice. For 
example, the presenting symptoms are viewed as being part of the person's mental health problem and therefore 
of a somatic nature. This conclusion leads to a failure in the proper diagnostics and interventions being 
conducted. This is termed as 'diagnostic overshadowing', as previously discussed by the DRC (2006), where the 
mental health problem becomes the primary focus above all other types of presenting problems. The reluctance to 
pursue problems by the general practitioner, or primary health care nurse may be the result of a perception that 
actions may be a waste of time. For instance, no health education is provided to those who smoke, as they are 
perceived as incapable of acting upon the information. If this is the case, it is a concerning indictment of the way 
the NHS treats those presenting with a mental health problem and further studies need to explore the interactions 
in much more depth to gain further understanding. Kendrick's (1994) study may have provided a glimpse into 
these dynamics and more in-depth studies are required to present essential evidence to those responsible for the 
training of general practitioners and other professionals in primary care. Scenario 4 is where health needs are met. 
This, unfortunately, does not seem the norm for many people with enduring mental health problems as borne out 
in the literature review and preliminary work conducted prior to the main research for this thesis, described later 
in Chapter Four.
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Reflecting upon the way people interpret symptoms, it is useful to examine theory around this behaviour. 
Mechanic (1962) first termed the phrase illness behaviour \o describe the way in which people perceived, evaluated 
and acted upon symptoms of physical disease. Bond and Bond (1986) have highlighted that illness behaviour is 
about the social factors, which influence the way, in which individuals view their signs and symptoms and the kind 
of actions they engage in to deal with them. Many different people choose to behave in different ways to different 
types of illnesses, and this in turn leads to also choosing different options about whether to seek help or not. A 
structural approach to illness behaviour, as by Kasl and Cobb (1966), identifies a number of internal and social 
factors, which may explain why people seek or do not seek advice from a doctor when they have symptoms of a 
disease. For Kasl and Cobb (1966), these include internal factors such as the degree of discomfort, age, gender 
and perceived value of the action and social factors include the persons past utilisation of services and the 
perceived probability that action will produce results. For the person with an enduring mental health problem 
there may be additional factors to cope with, external to their control. One recurring feature in the treatment and 
care of people with an enduring mental health problem is the judgement on -whether the person is under or over- 
exaggerating a health problem.
It is a common misconception that those experiencing mental health problems may over-exaggerate physical 
symptoms. Schrader (1997) examined the extent and nature of medical co-morbidity in 87 outpatients with 
chronic depressive symptoms and patients within his sample had a history of depression for at least two years. 
Schrader (1997) found that 60% of patients with depression viewed themselves as experiencing a severe medical 
illness compared to the physician's view that only 8% were experiencing ill-health. Clearly, some client groups 
with depression and anxiety disorders seem to over-report illness, but the important issue to note here is that this 
does not mean that these problems should be overlooked. Because of this, there may be a tendency by health care 
professionals to stereotype all people with psychiatric illnesses as perhaps over-exaggerating symptoms with the 
potential of missing a serious problem. Stereotyping people with enduring mental health problems can also extend 
wider than the perception that the person over-exaggerates symptoms. These perceptions, which one could 
describe as disablism (Oliver, 1990), can lead to a lack of investment in primary health care, society viewing mental 
health problems in a negative light, social isolation and generally a lack of patience and understanding when 
dealing with people who experience mental health problems.
The structural approach is useful in attempting to understand why people with an enduring mental health problem 
do not seek help -when they have symptoms of illness, however Bond and Bond (1986) have noted that this 
approach does not explain why people of similar social characteristics respond differently to similar symptoms. In 
contrast, an interactionist approach to illness behaviour highlights that rather than people behaving automatically 
to the symptoms, they make choices about it in light of a plethora of possible outcomes. Bond and Bond (1986) 
use Dingwall's (1976) Illness Action Model to illustrate the interactionist approach to illness behaviour and this
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framework provides useful notions when exploring the potential reasons why those with an enduring mental 
health problem may, or may not, seek assistance when they have symptoms of disease. Dingwall (1976) notes that 
once an interpretation of a symptom is made by the sufferer, within the framework of their own lay health 
knowledge, it produces three possible outcomes. The first is to wait and see what happens, and this will be subject 
to re-appraisal at various points. The second is whether the person perceives it as normal or abnormal, and 
definitions will differ between people, dependent on past and present lay and professional advice. Thirdly, 
dependent on the interpretation of whether the symptoms are normal or abnormal, the sufferer will engage in 
different actions. This analysis is useful in developing a conceptual framework for exploring why those with an 
enduring mental health choose to seek help, or not seek help, and will be revisited in light of the findings of this 
thesis.
In summary, this section of the literature review has explored the relationship between theories and approaches to 
health and the development of mental health problems and potential associated physical health problems. The 
medical approach to helping people with an enduring mental health problem remains a predominant philosophy 
of care within the NHS where treatment by medication is often the first choice given to the patient. 
Unfortunately, many of the prescribed treatments lack a sound research basis to the effectiveness of their use and 
worryingly can cause many side-effects -which may cause serious physical health problems. Also, the medical 
approach in psychiatry does not primarily deal with physical health needs and where the concept of shared care is 
advocated, it does not meet its worthy objectives. Social theories are useful for explaining the development of 
mental health problems and associated physical health problems, specifically the exclusion of people from society, 
labeling of their illness and the stigmatisation diey may experience. Social approaches to healdi care for people 
with a mental health problem offer strategies to tackle the causes of not only mental illness itself, but the 
associated physical health problems through dealing with social circumstances which may have hindered access to 
health care. The humanistic theories and approaches offer useful insights into the importance of empowering a 
person to fulfill their potential for health. People with an enduring mental health problem may experience a lack 
of empowerment not only by virtue of the illness they are experiencing, but also through the stereotyping of 
others in society and to some extent, disablism. Approaches to empower the person to promote their own health 
and make positive health choices may improve the physical health of people with an enduring mental health 
problem. The next section of the literature review will explore the definitions of mental health problems and is an 
important component of this thesis for two reasons. Firstly, the way society defines the health of a person, in 
particular having an enduring mental health problem, may adversely influence their potential for developing a 
physical health problem, as explored in the preceding section on the construct of health. Secondly, die definition 
of mental health within the Welsh Health Survey 1998 (NAW, 1999) was broad and differed from others cited in the 
literature; this needed exploration, discussion and summarising.
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Defining severe mental illness (SMI) and mental health problems
Having an acceptable definition of severe or enduring mental healdi problems is important. Barr and Cotterill 
(1999) stress that it is helpful to have a widely accepted definition and prescriptive guidelines for use when 
categorising people. This approach would ensure mental health service providers target appropriate groups of 
patients and enable researchers to develop more relevant sampling frames. For this thesis, as it was using the Welsh 
Health Survey 1998 (NAW, 1999) for its main source of retrospective data in Wales to support the research aims 
and questions, there was a severe restriction in choosing an alternative definition of enduring mental health 
problems. The Welsh Health Survey 1998 (NAW, 1999) uses a simple definition of an enduring mental health 
problem, that being self-reported mental or nervous disorder over three months in duration. This definition was based on self- 
assessment by the respondent to the survey and was not externally judged based upon recognised criteria. This 
self-assessment may have influenced the representativeness of the sample as those responding may either be over 
or under-estimating the extent of their mental health or physical problem. The preliminary work of this thesis did 
explore definitions as part of testing the robustness of the Welsh Health Survey 1998 (NAW, 1999) and will be 
discussed later in Chapter Four. Prior to this preliminary research, it was useful to examine existing definitions of 
mental health problems. It was also useful in helping shape the researchers thinking on the target group for 
possible outcomes in light of the research findings.
The term severe mental illness (SMI) is used extensively throughout health and social care to describe a range of 
mental health problems, usually long-term and disabling in nature. The term has grown in popularity over the last 
ten years alongside others such as long-term mental illness and enduring mental health problem. Discussion 
around the term SMI typically includes illnesses such as schizophrenia, bi-polar affective disorder (manic 
depression) and long-term depression. Some definitions also include severe forms of neurotic-type states. The 
search for a unified and valid definition is important to many stakeholders in die field of mental health, as well to 
the researcher of this thesis. Having a definition is important for clinicians, purchasers, researchers and people 
with mental health problems diemselves. From a positive perspective, a definition of illness or diagnosis affords 
treatment as previously discussed when reflecting on Seedhouse's analysis (2000) of health being fitness to 
perform socialised daily tasks. However, from a negative perspective it may attract stigma, as discussed earlier 
when analysing the viewpoint of the interactionist whereby there is no definition of mental illness, but rather it is a 
social status conferred on die individual by other members of society. Objectivity is an important element of any 
definition, however most of the current definitions examined within die literature review seem to have a high 
element of professional judgement, and user-defined definitions were not apparent.
Proponents of the anti-psychiatry movement in die 1970s such as Szasz (1972) proposed that diere was no such 
concept as mental illness and it could be viewed as a myth designed, and perpetuated, by society itself. Szasz's 
(1972) view was radical at the time and the anti-psychiatry movement did not gain widespread support. However,
65
the ethos of challenging the whole way in which society treats those with an enduring mental health problem 
through labeling certainly has. Barker and Jackson (1997) have noted that identifying mental disorder indicates 
little about the people to whom the label is applied and the problem may originate from who defines the catena. 
when making an assessment. Thus, self-defining an enduring mental health problem may be the most valid 
assumption. For example, a person with a long-term anxiety problem may feel severely disabled in many spheres 
of their life, but may not fit into many of the definitions because they have not been hospitalised, or do not have 
community support. Many people with anxiety seek the support of family and friends, and therefore do not 
necessarily become a statistic of mental health services. In contrast, a person with a paranoid psychotic disorder 
may have a long history of service contact and may not agree with their psychiatrist that they have a problem. 
Nevertheless this person may be defined as having a SMI and the medicalisation of their condition begins. This, as 
discussed previously in relation to the conceptual framework, may have negative effects on the persons physical 
health status through side-effects of medication.
The precise definition of SMI does vary throughout the literature and there are a number of definitions accessible. 
The results of a literature review by Slade et al (1997) indicated that there was no widely accepted definition of 
SMI that had an empirical base and there was little consistency in how this term was defined in practice. Slade et al 
(1997) found that when definitions -were available, they lacked validity and reliability when applied in a variety of 
ways. In an American review of SMI by Schinnar et al (1990), 17 definitions of severe and persistent mental illness 
used between 1972 and 1987 -were applied to 222 in-patients within the research sample. Wide variations -were 
found by the research team when applying the definitions with between 4% and 88% of patients being assessed as 
having SMI. This begs the question of whether a method of self-reporting mental health problems is any less valid 
than those judged on predetermined criteria. Two definitions, which popular during the late 1990s, -were those of 
Patmore and Weaver (Figure 3) and the Department of Health (DOH, 1995b: Figure 4, page 67).
Figure 3 The Definition of Severe Mental Illness by Patmote and Weaver (1990)
  Category A
  Psychotic diagnosis, organic illness or injury AND previous compulsory admission
  OR aggregate one year stay in hospital in past five years
  OR three or more admissions in past five years
  Category B
  Psychotic diagnosis, organic illness or injury
  OR any previous admissions in past five years
  Category C
  No record of Hospital admissions
  AND no recorded psychotic diagnosis, organic illness or injury
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Figure 4 The Definition of Severe Mental Illness by the Department of Health (1995b)
The following criteria to be considered:
» Safety has four components;
  Unintentional self harm; e.g., self-neglect
  Intentional self harm
  Safety of others
  Abuse by others; e.g. physical, sexual, emotional, financial
• Informal and formal care has two components;
  Help from informal carers, including friends and relatives
  Help from formal services, such as day centres, paid staff, voluntary services, hospital admissions, medications and 
detention under the Mental Health Act.
• Diagnosis may include;
  Psychotic illness
  Dementia
  Severe neurotic illness
  Personality disorder
  Developmental disorder.
• Disability with impaired ability to function effectively in the community,  which may include problems with;
  Employment and recreation
  Personal Care
  Domestic skills
  Interpersonal relationships
• Duration of any of the above for periods -which vary between six months and more than two years
Patmore and Weaver's (1990) definition is simple and categorises mental illness as A, B and C, with A being the 
most severe. Category A and B would only include people with a diagnosis if they had a previous admission, 
therefore many people may be omitted if this definition was applied within the thesis particularly as it is focusing 
on those in the community, most of whom may not be engaged with mental health services. Category C seemed 
to be more inclusive. Yet, the simplicity of the definition meant that a criterion such as disability would be 
ignored.
The criteria within Figure 4 first appeared in Building Bridges (Department of Health, 1995b), a report that 
introduced guidance to arrangements for inter-agency working concerning the care and protection of people with 
severely mentally illness. Building Bridges recognised the problems associated with defining SMI and recommended 
that services should agree an operational definition locally based on the criteria within Figure 3. This 
comprehensive definition focused on disability, diagnosis and duration, with die additional dimensions of safety 
and informal or formal care. It -was commonly known as the SIDDD framework and it originated from on-going 
work at that time by Powell and Slade (1996), which was later published in Commissioning Mental Health Services 
(Department of Health, 1996b). Powell and Slade (1996) conducted a survey of mental healdi services in England 
and a review of some twenty international research studies of service provision for people with SMI; disability,
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diagnosis and duration emerged as common themes. Powell and Slade (1996) concluded that at that time there 
was no consensus within England, or the academic literature, regarding the definition of SML This is still the case 
today. They also noted that whilst no single definition could be imposed on a national basis, the SIDDD 
framework could act as a basis for discussion between agencies wishing to implement care management. On 
examination, the criteria within Building Bridges (Department of Health, 1995b) were the same as those formulated 
by Powell and Slade (1996), with one small amendment; Building Bridges specified the duration in months and years. 
Slade et al (2000) later comment that the diree TVs', (within the SIDDD framework) were based on the work of 
Goldman et al (1981) and the selection of these criteria were formulated on pragmatic and clinical grounds rather 
than empirical data. Within Building Bridges, die Department of Health (1995b) briefly explained the criteria and 
stated that not all of these needed to be met for a person to be regarded as SMI. Therefore, commonly considered 
minor mental illnesses, like phobia, may have been regarded as a SMI if it caused considerable disability to the 
person. Whilst the formulation of criteria is helpful in gaining insight into the understanding of mental heahh 
problems, the real test is their application and accuracy in practice.
In an analysis by Rugger et al (2000) researchers comment that there was litde consistency in how SMI is defined 
in practice, and mere were no operational definitions. This could cause some confusion among professionals, as 
well as service users alike. To improve this, Rugger et al (2000) examined two research samples applying a two- 
dimensional and diree-dimensional definition. The total research sample was 511 cases of psychosis in London, 
212 cases in Verona and 711 of a mental disorder other than psychosis in Soutii Verona. The research team 
concluded diat a simple two-dimensional definition, with criteria for duration and severity, was better as it did not 
discriminate against patients with a non-functional psychotic disorder. The research study revealed that 40% of 
those with a severe mental illness did not have a psychotic disorder. This was an interesting finding as there is a 
general consensus diat people witii disorders such as schizophrenia and manic depression represent the majority 
of enduring mental health problems. Clearly long-term neurotic type disorders are equally disabling and severe. 
Overall, die research study by Rugger et al (2000) provided some indication diat definitions of mental heahh 
problems could be useful in practice. For diis thesis, diis study also provides a sound rationale for a definition that 
encompasses all types of mental health problems.
In contrast, during die same year, Barr (2000a) published the results of a three-year research study sited in an 
EngEsh health district establishing registers of cases of enduring mental health problems in over 60 general 
practices. One of the main aims within the research by Barr (2000a) was to identify all patients with a SMI as a 
first step in raising their profile in practices. Findings from this research study presented evidence that there -was 
difficulty in achieving consistency when defining the characteristics that constitute SMI. This is a common theme 
among research studies, mainly because of the variability of the illness and subjectivity in the interpretation of 
signs and symptoms.
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The BuildingBridges definition is an extremely useful approach for researchers to adopt in the absence of any other 
definitions, mainly due to its apparent face validity. Unfortunately, as with other definitions, there was a lack of 
research evidence to examine its overall validity and reliability in practice. A research study by Barr and Cotterill 
(1999) examined the criteria within Building Bridges and found these to be susceptible to wide varying interpretation 
by all participants, which was a similar finding by Barr (2000a). The definition depended upon the judgement of 
clinician and agencies involved, and Barr (2000a) concluded that some elements of die definition were highly 
subjective. For example, the identification of problems associated with interpersonal relationships or self-neglect 
may involve the application of socially defined standards; how can an assessor objectively judge the quality of an 
inter-personal relationship? Indubitably, this is highly subjective and invalid.
Huxley and colleagues (1999) have examined four definitions of SMI as part of a Department of Health research 
study, which aimed at providing evidence concerning the proposition that healdi and social care for people with 
SMI need to be more closely integrated. This research study included an examination of the definitions in Figure 5 
and 6 (page 70). The work of Huxley et al (1999) was a necessary precursor to the introduction of the National 
Service Framework for Mental Health (Department of Health, 1999) in England. Huxley et al (1999) commented that 
the main definitions of SMI contained a wide variety of items and the instructions for interpreting and applying 
the definitions were often vague or non-existent. Within dieir research study, Huxley et al (1999) examined 
different types of definitions of SMI and found that they produce different prevalence rates when applied to the 
same cases. Huxley et al (1999) found that the proportion of cases that would be excluded as SMI because they 
had none of the necessary items in the definition ranged from 56% (Patmore and Weaver definition, 1990) to less 
than 5% (Building Bridges; Department of Health definition, 1995b). This was an important point to consider 
within the preliminary work of this thesis as it was anticipated to utilise the most valid and reliable definition 
available to compare the sampling frame of die Welsh Health Survey 1998 (NAW, 1999) and test the robustness of 
the method. In other words, was there an over or under-reporting of mental health problems by those self- 
reporting their conditions, as compared to objective assessments by others?
Rather than be constrained by one definition, Huxley et al (1999) designed a data collection tool (Marc - 2) which 
collected a wide range of characteristics of SMI from several definitions, and then extrapolated specific data later. 
This method may be useful in research, although Marc-2 does seem rather lengthy to complete. Indeed, some of 
the items within Marc-2 were not routinely collected in clinical practice thus making it quite impractical A 
published report from Huxley et al (2000) reveal that the levels of reliability were good and concurrent validity was 
established with specific types of care in the community. On examination of Marc-2, the form is rather lengtiiy 
and definitions are not immediately apparent. However, the principle of Marc-2 is clear and it was considered as a 
potentially useful approach to adopt for this thesis in the preliminary study.
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A working group, commissioned by the Department of Health has published health outcomes for SMI 
(Charlwood et al, 1999). The report examined the definition of SMI and highlighted that prior to this work there 
was no nationally endorsed definition. A number of definitions were examined (Figures 3 and 4, page 66 and 67; 
Figures 5 and 6), and a new definition proposed (Figure 7, page 71).
Figure 5 The Definition of Severe Mental Illness by Goldman et al (1981)
• Diagnosis: According to DSM-III criteria, either:
• organic brain disorder
• schizophrenia
• paranoid and other psychoses
• major affective disorders
• Disability: Erosion of, or prevention of the development of, functional capacities in relation to three or more primary 
aspects of daily life:







• Duration: Most have required > three months hospitalisation in one year or > one year in preceding five years. 
Although some have required short-term hospitalisation (< three months) or have only received out-patient care.
Figure 6 The Definition of Severe Mental Illness by McLean and Liebowitz (1989)
At least one of the following must be present:;
• Two or more years of contact with services
• Depot prescribed
• ICD-9 classification 295 or 297
• Three or more in-patient admissions in the last two years
• Three or more day-patient episodes in the last two years
• DSM-III-R highest level of adaptive functioning in the past year = level 5 or less
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Figure 7 The Definition of Severe Mental Illness by Chatlwood et al (1999)
There must be a mental disorder as designated by a mental health professional (psychiatrist, mental health nurse, 
clinical psychologist, occupational therapist or mental health social worker) AND EITHER:
• There must have been a score of 4 (severe/very severe problem) on at least one, or a score of 3(moderately 
severe problem) on at least two, of the HoNOSe (Wing, 1994) items 1-10 (excluding item 5 'physical health 
problem or disability problems') during the previous six months OR;
• There must have been a significant level of service usage over the past five years as shown by:
• A total of six months in a psychiatric •ward or day hospital, OR
• Three admissions to hospital or day hospital, OR
• Six months of psychiatric community care involving more than one worker or the perceived need for such care 
if unavailable or refused
A previous definition, similar to the one highlighted in Figure 7, was piloted by Charlwood et al (1999) in seven 
sites involving 103 mental health workers. According to the criteria, 235 (83%) of patients studied would have 
been defined as having SMI. The most frequent criterion met, was that for being in community care for the past 
six months or for needing that level of care. This amounted to 70% of the research sample. Charlwood et al 
(1999) concluded that more work was required, specifically further research studies into the service user 
perspectives, including views from ethnic minorities. Following an examination of the original text by McLean and 
Liebowitz (1989) whose definition seems to be based on little evidence (Figure 6, page 70) and was originally 
offered for comment in a correspondence section of the Psychiatric Bulletin, it seems rather anomalous that this 
definition would have been considered by Lelliott in Charlwood et al (1999). Also, the duplication of this 
definition by Lelliott in Charlwood et al (1999) has modified it significantly and there is an error in the last 
criterion (the word less' should be 'more'). Despite this, the new definition of SMI proposed by Charlwood et al 
(1999) is one of the most recent advances in this area of research.
Charlwood et al (1999) utilised the Health of the Nation Outcome Scale (HoNOS) (Wing, 1994) which is a standard 
assessment instrument developed by the Royal College of Psychiatrists (College Research Unit, 1996; Wing, 1994) 
and was part of the government's strive to improve the health of people with an enduring mental health problem 
(Department of Health, 1992). The scale measures functioning and severity, and has become a useful instrument 
used in research and clinical practice. Trauer (1999) conducted a large field trial of 2133 clients in Australia and 
found that the scale was not unidimensional and there was low internal consistency between the original subscales. 
More recendy, Pirkis et al (2005) have reviewed the psychometric properties of the Adult Mental Health HoNOS 
scale and conclude that it can assess outcomes of different groups on a range of mental health-related constructs 
and can be regarded as appropriate for monitoring outcomes.
e Health of the Nation Outcome Scale: a clinical outcome measure for patients with SMI (Wing, 1994)
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On examination of the definition of SME by Goldman et al (1981) in Figure 5 (page 70) its main weakness, like 
other definitions, was the subjectiveness of some of its criteria. For instance, assessing recreation or social 
transactions. The definition of SMI by McLean and Liebowitz (1989) in Figure 6 (page 70) seemed to be more 
objective, however both definitions required DSM-III criteria to be applied. This was a lengthy assessment 
process and makes both definitions a little impractical in practice, as many practitioners do not routinely collect 
this data. Slade et al (2000) have developed and tested a brief assessment of the severity of mental health problems 
using the Delphi technique. The Threshold Assessment Grid (TAG) is constructed of seven domains; risk from 
self (intentional), risk from self (unintentional), survival, psychological and social needs and disabilities, risk from 
others and risk to others. The focus of this research study was on validity and the evaluation established adequate 
face, concurrent, construct and content validity. However, there were no tests of reliability, which obviously 
questions the validity of such a scale in the first place. Slade et al (2000) state that the reason for this was due to 
the concept of mental health problems being socially defined and conclude the scale meets the goal of being a 
valid and brief tool for assessing the severity of mental health problems. Slade et al (2000) also have highlighted 
that reliability testing was in progress in several sites around the London area and later reported diat the TAG 
exhibited good feasibility when used with mental health staff, and moderate feasibility when used by referrers 
(Slade et al, 2001). On examination of the scale it collects ordinal data, therefore it would seem that more 
evaluation is necessary to determine its reliability. Another British research study, the UK 700 trial (UK700 
Group, 1999; Burns et al, 1999) •was a large case management trial (n = 708) examining predictors of quality of life 
in patients widi enduring mental health problems. The definition formulated to recruit the research sample in 
four centres focused on psychotic illness utilising research diagnostic criteria; 87% of the research sample 
recruited met criteria for schizophrenia or schizo-affective disorder.
For research purposes the application of the definitions explored are problematic, as they become 'resource heavy' 
in their application. For this thesis, reassessment of the participant in the Welsh Health Survey 1998 (NAW, 1999) 
using criteria from definitions such as McLean and Liebowitz (1989) or Slade et al (2000) was not practical for two 
reasons. Firsdy, and most importandy from an ethical standpoint, the implied consent given by participants was 
solely for the purpose of the Welsh Health Survey 1998 (NAW, 1999) only. Secondly, from a pragmatic perspective, 
even if ethical approval was given to release the names of participants, to apply DSM-III criteria involves specialist 
practitioners (Psychiatrists and Psychologists) and this would increase the resources necessary to conduct the 
research study as it involves one-one interviewing. In relation to die main research component of this thesis, 
applying criteria in retrospect was almost impossible, as die Welsh Health Survey 1998 (NAW, 1999) does not collect 
enough characteristics of the person to apply the criteria. Thus, as stated earlier, the definition of having a mental 
or nervous disorder over three mondis in duration could not be re-assessed in any way. In relation to the 
weaknesses related to diis, the selected group of respondents within the Welsh Health Survey 1998 (NAW, 1999) 
who self-reported their mental health problem could represent a skewed sample of people either under-reporting
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or over-reporting mental health problems. However, the strength of this simple definition was that it may form 
the most valid definition as all other definitions are created and applied by society. Also, the strength of the 
simplest definition of mental illness in the Welsh Health Survey 1998 (NAW, 1999) is that there is no requirement 
for a lengthy assessment interview, which may be more acceptable to those experiencing mental health problems. 
Three months may also be a useful cut-off point in terms of capturing the enduring aspects of mental health 
problems. This is confirmed in a study by Spijker et al (2002) who assessed the duration of major depressive 
episodes and found that its median value was 3 months; 50% of participants recovered within 3 months. Thus, the 
other 50% would have experienced a more enduring type of depression.
One may argue that it may be more prudent to focus on single diagnostic groups when researching mental health 
problems, for example schizophrenia. In this way, criteria can be more focused in the assessment however sample 
sizes may be smaller than general household surveys. Nonetheless, it is worth bearing in mind the words of 
Goldman et al (1981) -who discussed definitions and observed that they can only identify target populations;
'But they do no more than hint at the clinical, socioeconomic, ethnic, and cultural heterogeneity of this population. They 
cannot convey any sense of the individual people referred to, their frailties and strengths, their experiencing and that of their 
families, their hope and striving, however faltering, for normalcy.''
(Goldman et al, 1981; page 26)
At present, HoNOS seems to be the favoured scale in England for use in practice and research. In a report by 
James and Kehoe (1999), they concluded that it was possible to incorporate the use of HoNOS into everyday 
practice but it takes a lot of time, effort and resources. Slade et al (1999) also point to the limitations of HoNOS 
noting that whilst it can track social functioning over time it may be less useful for treatment planning and should 
not be used to indicate the level of morbidity within a case-load. Similarly, Adams et al (2000) have raised doubt 
on the validity of the scale and called for further evaluation. The quest for an operational, valid and reliable 
definition will continue. Many more research studies will need to be performed, and current definitions need 
further testing. It would seem that the simpler the definition, the better, as seen previously in Rugger et al's (2000) 
research study where a two-dimensional model picked up a significant proportion of people with a non-psychotic 
disorder (40%) as having an enduring mental health problem.
In summary, there is a lack of one single definition of severe or enduring mental health problems for use within 
the United Kingdom, and one may question if self-reporting is any less valid than objective assessment. For the 
main research component of this thesis the simplest definition has been chosen, implicit in question 31 of the 
Welsh Health Survey 1998 (NAW, 1999) as there was no means of changing this retrospectively, that being self- 
reported mental or nervous disorder over three months in duration. The strengths and weaknesses of self- 
reporting an enduring mental health problem will be returned to later in Chapters Four and Five.
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The relationship between mental health and physical health problems
There has been much written on the relationship between the human body and mind, specifically the development 
of psychosomatic conditions in some illnesses. Psychosomatic conditions are typically short-term with a 
reasonable prognosis and differ gready to enduring mental health problems such as psychotic disorder. The 
relationship between mental health and physical health can be viewed as a 'chicken and egg' scenario. Did the 
mental healdi problem come first, and through the nature of that problem, did a physical health problem develop 
as part of this? Alternatively, did a chronic physical health disease lead to depression or other associated mental 
health problems? Vreeland and Kim (2004) have noted that people with schizophrenia are more prone to have 
diabetes, obesity and cardiovascular disease but it is unclear which condition of these occurred first. This is an 
important point to consider in this thesis in order to gain an understanding of the findings, and in some way 
consider predicting risk in certain groups or scenarios. There is research, which has obtained information 
regarding this.
The association between becoming older and more disabled is high, followed by depression and in a research 
study by Oslin et al (2002) 671 elderly patients receiving treatment for late-life depression were assessed for 
disability and a medical illness. Within the research study, arthritis, skin problems, speech disorders and circulatory 
problems were related to a worse outcome with respect to depressive symptoms. Oslin et al (2002) discovered that 
even after controlling for pre-treatment disability, arthritis and skin problems continued to predict a worse 
outcome and researchers concluded mat the effect of specific illnesses on depression may have been influenced by 
the presence of functional disability. These results reveal the complexity of the relationship between mental healdi 
and physical health. Within the research by Oslin et al (2002) it is not clear if the depression began as a result of 
the disability, however the findings revealed tiiat if the physical health problem resulted in an outcome of 
functional disability it -would have been likely to exacerbate the mental health problem. A similar research study in 
Canada by Gangon and Patten (2002) of 2542 household residents also found an association between depressive 
symptoms and long-term physical health, widi depression increasing the risk of medical conditions and medical 
conditions affecting depression. Hesslinger et al (2002) have examined the relationship between depression and 
cardiovascular heart disease and revealed that controlled research studies and meta-analyses demonstrated that not 
only depression and cardiovascular heart disease often occur togedier, but diat depressive illnesses were an 
independent risk factor in the development and the progression of coronary heart disease. Thus, at present, the 
presence of a physical health problem and mental health problem together presents researchers with an on-going 
dilemma of which occurred first, and indeed which has the greater effect. To date, there is no conclusive evidence 
published to reveal a 'cause and effect' answer to diis question, although many studies are providing significant 
clues. What is clear is that when a person develops a mental health problem, associated factors such as long-term 
psychotropic medication, social isolation, self-neglect and high-risk behaviour seems to be equally significant in 
the development of physical health problems than any other factor. Evidence may suggest that having an enduring
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meotal health problem alone does not seem to be a strong predictor of developing a physical health problem, 
however studies have not explored this hypothesis in sufficient depth as proposed in this thesis. Research 
conducted by Dixon et al (1999) revealed some insight into the complexity of the relationship between mental 
health and physical health in a large research sample of people with schizophrenia. Within their research study, 
Dixon et al (1999) found that the majority of patients in the research sample (n = 719) reported at least one 
medical condition. Problems with eyesight, teeth and high blood pressure were reported as most common. 
However, Dixon et al (1999) have highlighted that a greater number of current medical problems independently 
contributed to worse physical status, more severe psychosis and depression, together with a greater likelihood of a 
history of a suicide attempt. Dixon et al research study of 719 people with schizophrenia has highlighted that not 
only then does mental health affect physical health, but physical ill-health perpetuates certain aspects of severe 
mental illness. An earlier research study by Schmidt and Telch (1997) found that the condition of panic disorder 
was frequently complicated by high rates of co-occurring medical conditions. Whilst panic disorder is not usually 
identified as a enduring mental health problem, it can equally become a chronic debilitating condition for the 
person. For instance, it can leave people housebound. Schmidt and Telch's (1997) research sampled 71 patients 
with panic disorder and conducted an assessment immediately post-treatment and six months later. Medical co- 
morbidity and perceived health were both related to prognosis of the mental health experienced by the subjects. 
Seventy one percent of patients post-treatment, •who perceived their physical health as good, met die recovery 
criteria compared to 35% who perceived their healdi as poor. Evidence dierefore suggested diat if one aims to 
improve the quality of life for people with a mental health problem, one cannot treat the psychological problems 
in isolation. Promoting and maintaining good physical healdi is paramount to the process of rehabilitation and 
recovery.
For the purpose of diis thesis die relationship between mental health and physical healdi is an important concept 
to explore, even diough it will be impossible to assess which came first from the analysis of the Welsh Health Survey 
1998 (NAW, 1999). The researcher does intend, however, to examine whetiier having an enduring mental healdi 
problem was, above all else, die most significant independent variable in die development of physical health 
problems. This proposed analysis dius intends to go beyond simple zero-order relationships, highlighting the 
originality of this thesis.
One common feature of mental healdi problems is physical manifestations of the illness. In its simplest form, we 
all feel nauseous when we are nervous, or have a rash when we are anxious. In its extreme form, some types of 
mental healdi problems may result in paralysis. Kirmayer et al (1993) define somatic features as functional, 
medically unexplained symptoms, preoccupation about illness, or undue emphasis on the somatic concomitants of 
psychiatric disorders. It has long been recognised diat somatic manifestations of depression and other neurotic 
type disorders contribute to the under-detection and under-recognition of mental health problems in die primary
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health care setting, as noted by Goldberg (1979) and Verhaak (1988). These conditions present themselves many 
times to the general practitioner in practice with diffuse symptoms, sometimes changing over time, and can 
include such symptoms as pain, cramps, rashes, wheezing and diarrhoea. A British research study by Bass et al 
(2002) of referrals to a liaison psychiatry outpatient clinic examined 900 patients and assessed their condition. 
Results indicated that four out of five referrals presented with somatic complaints, with 41% having a concurrent 
physical health problem. This type of presentation in general practice can result in an under-detection of the real 
problem for the person, as an in-depth psychiatric evaluation may not be conducted for practical reasons. 
Unfortunately, for those known to experience mental health problems the person may be viewed by some general 
practitioners as being hypochondriacal and this may result in ignorance and an un-met need. More research, and 
education, is required in this area to ensure such symptoms are engaged early in their development to receive the 
appropriate treatment and care.
Peet (2004a) notes that it is surprising that Htde research has been conducted into the relationship between 
nutrition and mental illness. Peet (2004a) has conducted an ecological analysis of international variations in food 
supply in relation to the outcomes of schizophrenia and the prevalence of depression. This innovative analysis, 
using stepwise multiple regression, found a significant positive relationship between sugar consumption and 
schizophrenia, and seafood and depression. Of course, whilst this research reveals interesting comparisons it does 
not establish a cause, merely a relationship. Peet (2004a) quite righdy points this out that diet is partly determined 
by socio-cultural factors and his findings should be considered in light of this. In the last 10 years there has been 
much work on the metabolic syndrome in people with an enduring mental healdi problem. One of the 
manifestations of metabolic syndrome is the prevalence of diabetes and coronary heart disease, and these cluster 
with schizophrenia and depression. Peet and Edwards (1997) propose that schizophrenia and depression share 
some aetiological factors with physical health diseases that constitute metabolic syndrome. They have noted that 
both schizophrenia and depression feature insulin resistance in their illness. Consequendy, both these groups are 
prone to diabetes, but the condition is avoidable with good dietary advice (Peet and Edwards, 1997). Again, these 
studies demonstrate how much we do not know about the inter-relationship between our lifestyle, physical health 
and mental health. When one diinks about mental healdi problems and their effect, perceptions usually centre on 
images of a person experiencing psychological distress. Poor physical healdi is not automatically associated with 
mental health problems, and if an association is made, a link is frequently made with psychosomatic conditions or 
hypochondria. Unfortunately in some cases, many life-threatening illnesses may go undetected because no one is 
prepared to take die person seriously when a health problem is reported. To improve die quality of life for people 
with an enduring mental health problem, one cannot treat the psychological problem in isolation. Indeed, one has 
to treat and care for die physical health of a person with an enduring mental healdi problem just as much as their 
psychosocial health. Maintaining the person's perception of good health is also important in relation to die 
process of rehabilitation and recovery. The well-known phrase healthy body, healthy mad has never been more
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relevant and this strengthens the case for an holistic approach to health. Interventions such as encouraging 
exercise are not only good for the physical health, but have a positive effect on mental well-being. Stathopoulou et 
al (2006) have conducted a quantitative and qualitative review of exercise interventions for mental health. In a 
mete-analysis of eleven treatment outcome studies of individuals with depression, researchers found a very large 
combined effect size for the advantage of exercise over control conditions. Stathopoulou et al (2006) suggest that 
clinicians should consider adjunctive exercise interventions for patients in their care.
In summary the relationship between mental health and physical health problems require many more research 
studies to determine cause and effect, and due to the strong associations with social factors and multifaceted 
interpersonal processes, it may take many years before answers are found. What is clear is that the resulting 
outcomes in relation to mortality rates and morbidity prevalence are very poor and are a matter for concern for 
people with mental health problems and carers alike.
Mortality and morbidity
Mortality
There is a growing body of evidence to suggest that populations with mental health problems have a greater 
mortality rate than the general population indicating that these people are more likely to die at an earlier age than 
those who do not have an enduring mental health problem. The main focus of research into medical co-morbidity 
in people with an enduring mental health problem has focused on mortality rates, possibly due to the less complex 
and descriptive nature of this type of epidemiological research.
In a twin research study by Kendler (1986) of the mortality of people with schizophrenia and neurosis, the 
Standardised Mortality Ratio (SMR) for schizophrenia was 1.77 and for neurosis 1.30. For those with neurotic 
illness (anxiety, depression) death was due nearly entirely to elevated rates of disease, whilst in the schizophrenia 
research sample trauma -was also a factor (suicide, self-harm and high-risk behaviour). In a literature review by 
Cohen and Hove (2001) they relate the reported high mortality rate of people with an enduring mental health 
problem to cigarette and heavy alcohol use (Harris and Barraclough, 1998), poor diet (Department of Health, 
1994a) and lack of exercise (Paffenbarger, 1986). Brown (1997) has conducted a meta-analysis of research studies 
into the mortality of people with schizophrenia and found that there was a large increase of 28% in the mortality 
from suicide and a moderate increase in the mortality rate from natural causes. The review included the United 
Kingdom. Brown (1997) concluded that further research is needed to reveal the factors that cause the excess 
mortality of people widi schizophrenia and to provide a rationale for intervention research studies. Harris and 
Barraclough (1998) conducted a meta-analysis focusing on schizophrenia within 20 research articles, which 
encompassed a population research sample of 36,000 people from nine countries, calculating the SMR. Within the 
research sample, for men, the SMR for all causes of death was 156 and for women 141. The SMR for respiratory
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and infectious causes of death was significantly high. Joukamma et al (2001) reported a higher prevalence of 
smoking-related fatal disease among people with schizophrenia and so too Davidson (2002), who highlighted a 
greater risk of arteriosclerosis and death from cardiac disease. These studies presented startling data of the 
increased risk of an earlier death in those experiencing a mental health problem.
Although mortality in patients with schizophrenia has been extensively studied, relatively little research have been 
conducted among those experiencing other enduring mental health problems. In particular, longitudinal research 
studies are almost non-existent. Of the few longitudinal research studies conducted, a Bavarian evaluation of 
mortality risk produced some interesting data. Fichter et al (1995) studied a cohort of 1,668 people over the age of 
fifteen, who were assessed as having a mental disorder over a 13-year period. The research team found that 
mortality was higher for males than females. Pitcher et al (1995) concluded that there was an excess mortality of 
1.35 (odds ratio) for individuals with marked to very severe mental disorder at first assessment. In odier words, 
the research study found 1.35 times the expected number of deaths in those with a mental health problem and in 
addition this risk increased to 2.00 for those assessed as having a somatic disorder only, and 2.13 for those with a 
mental health disorder and somatic features. Thus, a combination of having an enduring mental health problem, 
and co-morbidity with certain somatic disorders, significantly increased the risk of an early death. The research 
study was conducted in Upper Bavaria, Germany, and it was not clear in the research study whether cultural 
factors were taken into account
Suicide has long been associated with premature death in people with an enduring mental health problem but even 
then, physical health problems are a contributing factor. Makikyro et al (1998) examined data on all suicides 
committed between 1988 and 2000 in 1296 men and 289 women in a region of Northern Finland. The prevalence 
of heart, vascular, gastrointestinal, musculoskeletal and neurological disorders ranged from 24% to 56%. The 
research team discovered that compared to disease-free subjects in each physical health disease category, male 
subjects who had committed suicide with heart, vascular and neurological disorders had a significantly higher 
prevalence of any co-morbid mental health disorder as well as depression. Makikyro et al (1998) conclude that 
detecting depression in people with heart and vascular disease in elderly people was important to prevent suicide. 
A further Finish research study of mortality, among adolescents, sampled 156 males and 122 females referred to 
an out-patient adolescent psychiatric clinic between 1984 and 1986 (Pelkonen et al, 1996). In this six-year follow- 
up, 16 male subjects died but no females and 11 of these deaths were due to suicide. A later research study in 
Australia (Ruschena et al, 1998) found a similarly higher mortality rate from suicide among the young, but also 
revealed that suicide is not the most significant reason for death in all age groups. Ruschena et al (1998) found 
that suicide accounted for a significant proportion of sudden death in those with an enduring mental health 
problem, most notably among young people with schizophrenia. Ruschena et al (1998) conducted a survey of 
registered deaths in the Australian state of Victoria during 1995. In total, 3,831 cases were reported and 3,632
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investigated, and matched with the Victorian Psychiatric Case Register. There were 600 valid matches between both 
databases. The findings by Ruschena et al (1998) revealed that 188 people with an enduring mental health problem 
committed suicide (31%), which was deemed as four times greater than the general population. Organic disorders 
were excluded in the research study. The highest risk discovered was in people with affective disorders and 
schizophrenia, and there was a link to mortality following recent hospitalisation with a rate of death 17 times 
higher than the general population. These data also revealed that 126 deaths were due to accidents (21%), of 
whom drug misusers were the highest group, and 11 deaths were due to homicide representing 2% of the research 
sample. Deaths due to natural causes accounted for the largest number (n = 261) and there were a number (n = 
22) who had open findings to their cause of death. The study did not focus on gender issues but did indicate more 
prevalence of suicide among men. Ruschena et al (1998) concluded that there was an elevated rate of death in 
people with a history of having received psychiatric treatment, and there were higher rates of concurrent physical 
health problems and sudden death from natural causes. The research team hypothesised that this was due to a 
general neglect of health and high-risk behaviours such as smoking, poor diet and decreased access to health 
services. Within this research study, the predominant reason for sudden death by natural causes was ischaemic 
heart disease. Whilst this large research study provides a fascinating insight into the unfortunate outcomes of 
mental health problems it was limited by the fact that the cases were all those reported to a coroner and this was 
recognised by the research team as a limitation. Even so, this research study gives an insight into a popular 
misconception that sudden death in those with an enduring mental health problem is usually due to suicide; it is 
not, and general health disorders such as ischaemic heart disease are a significant factor which cause early death in 
those with a mental health problem.
Ischaemic heart disease is a primary factor for premature death in people with a mental health problem and one of 
the largest studies nationally has been conducted in Australia -where 210,129 users of mental health services 
between 1980 and 1998 -were examined. The research study conducted by Lawrence et al (2003) found that 
ischaemic heart disease was the major cause of excess mortality. The results of the research study demonstrated 
that the death rate from ischaemic heart disease was twice as prevalent for people with a mental health problem 
than in the general population. In complete contrast, Dembling et al (1999), in an analysis of 1,890 adults with an 
enduring mental health problem who died between 1989 and 1994 in Massachusetts, found a higher frequency of 
deaths from accidental and intentional injuries, specifically poisoning by psychotropic medication, than deaths 
from cancer disease, diabetes and circulatory disorders. Why this research study reveals different data than others 
examined, is not clear, however it does indicate that there are a range of factors yet to be explored, including 
culture and deprivation. One could deduce that there may be a lack of resource provision in the follow-up of 
people on long-term psychotropic medication but it probably reveals that we know much less than we should 
about the subject area, and that social aspects of the subjects lives in studies are not explored in sufficient depth to 
glean sufficient information to understand the aetiology of the problems.
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Whilst research studies into schizophrenia and physical health problems have been predominant in the field, 
depression has also built up its portfolio of evidence. Depression has been linked with a high mortality rate and 
there is a general tendency in such studies to make associations with suicide and self-harm. In an 11-year follow- 
up research study, Abas et al (2002) undertook a prospective cohort derived from data obtained within a multi- 
centre randomised controlled trial of moderate hypertension. The research team sampled a total of 2,584 
participants aged 65 — 75 years old and depression was assessed in the research sample, as well as cognitive 
function and cardiovascular risk factors. The results of this research study indicated that 4.9% of the sample were 
depressed and around 8% possibly depressed. Researchers concluded that major depression was associated with 
an increased mortality rate in older people, although the effect was small, and men were at a greater risk than 
women. Within this research study, having an enduring mental health problem alone was the most significant 
factor. However, the cohort were elderly and the results do not necessarily relate to middle or younger age groups. 
The findings were similar to a previous research study by Vaillant (1998) who conducted a 55-year prospective 
research study of 237 men to assess the relationship between mood disorder and their physical health. Within this 
cohort, 45% of the men assessed at the age of 70 having experienced an episode of depression had died compared 
to 5% of those in good psychological health. The differences could not be explained in terms of independent 
variables such as smoking, diet and alcohol. Similarly, Zubenko et al (1997) had previously studied 809 older 
psychiatric patients in Pennsylvania and results indicated that people with mood or psychotic disorders 
experienced higher rates of mortality than die reference population. Depression is thus a major contributor to 
increased mortality rates within people with an enduring mental health problem and should be viewed equally as 
serious as conditions such as schizophrenia in relation to the development of a physical health problem. 
Depression is much more prevalent than schizophrenia in die population, as is anxiety which often co-exists with 
depression. It is interesting that somehow schizophrenia has drawn the most attention and it is recommended that 
more funding is required to study more common mental health disorders. The focus of this thesis is on the more 
common mental health disorders such as depression and anxiety.
An interesting research study by Baxter (1996) in Salford used a historical cohort design to examine mortality 
among people with an enduring mental health problem. Baxter (1996) found observed mortality to be 65% higher 
than expected, with mortality highest of all in younger ages and females. Circulatory disorders, injury and 
poisoning were found to have caused approximately one-third of excess mortality. Since longitudinal type research 
studies such as these reveal much more data on the progress of disease, diey are clearly essential for healdi care 
professionals to achieve a full understanding. Whilst research studies across the world agree that having an 
enduring mental health problem will reduce longevity, their evidence in relation to factors such as gender can 
differ, for example the differences between die findings of Pitcher (1995) and Baxter (1996). Cultural differences, 
as well as the presence of mental health problems, are important areas for further analysis in the multi-cultural
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environment of the United Kingdom, including Wales. Within the United Kingdom it is generally accepted that 
women experience more common mental disorders than men, although causative factors have yet to be 
established. Welch et al (2001) examined whether the differences could be explained in terms of social role 
differences between women and men. Their analysis of 9947 participants between the age of 16 and 70 concluded 
that neither the number of social roles occupied, nor socio-economic status explained the gender differences in 
psychiatric morbidity. Interestingly Weich et al (2001) noted there was no variance between women and men even 
though the experience of mental healdi problems at the baseline was associated with a subsequent reduction in 
social role occupancy. How this may relate to Baxter's findings, that mortality was higher in women with an 
enduring mental health problem is unclear. One possible explanation is that if women have mental health 
problems then their risk of physical ill-health may also be higher, and many serious health problems are more 
common in women generally; for example, breast cancer. Gender will be explored further in light of the findings 
of this thesis.
In summary, we may not see future funding for large mortality research studies in mental health cohorts, as these 
type of evaluations are being questioned in terms of how much more diey can inform die knowledge base in 
addition to what is already known. There has been a recent call questioning the further use of large 
epidemiological surveys to measure the prevalences of mental health problems, including morbidity research 
studies. In a recent editorial by Weich and Araya (2004) they call for research studies which rather than 'counting 
the dead', are hypothesis driven. These types of research studies should elucidate to the processes mat link 
deprivation and morbidity, and discover why the common mental disorders are characterised by recurrence and 
relapse. Nonetheless, mortality research studies conducted to date, have been essential in raising the awareness 
and size of the problem. The tendency now is toward measuring morbidity and establishing cause and effect.
Morbidity
Research into the physical morbidity of those experiencing an enduring mental health problem varies from small 
local research studies, to a few national surveys. Of these national surveys, France has conducted a public health 
survey by die National Institute of Health and Medical Research, comparing data from 3,470 adults with 
schizophrenia (Casadebaig et al, 1997). The findings revealed healdi risk factors such as heavy smoking and 
obesity being more prevalent among diose people widi schizophrenia. This is a common theme among many 
research studies examining the physical health of people with an enduring mental health problem. Similarly, Dixon 
et al (1999) has conducted a study into the medical co-morbidity of individuals diagnosed widi schizophrenia (n = 
719) and has highlighted increased poor health outcomes widi the majority of the research sample reporting at 
least one medical problem. Research studies such as those conducted by Casadebaig et al (1997) and Dixon et al 
(1999) can reveal important data for use in planning interventions on a national level within their respective
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nations and certainly both of these large research studies supported the initial findings in the 1995 Welsh Health 
Survey (NAW, 1996), as reported in Chapter Two (Table 1 and 2, page 31 and 32).
As previously described, the most recent large-scale research study into psychiatric morbidity, not primarily 
physical morbidity, within the United Kingdom has been the OPCS Surveys of Psychiatric Morbidity in Great Britain 
(Meltzer et al, 1995), which consisted of four separate surveys. A supplementary research sample of 350 people 
aged 16 to 64 years with psychosis living in private households was examined and within this small research 
sample 35 % of clients with psychosis reported having a physical health problem. In a later household psychiatric 
morbidity research study by Singleton et al (2001) it was reported that 62% of people with psychosis experienced a 
physical health problem. Whilst the overall research study by the Office for Population and Census Statistics (now 
the National Statistics Office) was generally useful, it was not comprehensive enough to form the basis of service 
planning to deal with medical co-morbidity. As with other research studies into this area, there are particular 
problems such as accessibility of subjects, response rates and the definition of severe mental illness. Historically, 
research into mental health issues has always been thwarted with methodological problems. For the United 
Kingdom and Europe, Braam et al (2005) have led a large population-based research study into the epidemiology 
of late-life producing a research sample of 22,570 individuals. Fourteen community-based research studies -were 
conducted in nine western European countries. The research team concluded that in the majority of participating 
research samples the association between depressive symptoms and functional disability was stronger than with 
physical healdi diseases. The associations between physical health and depression were particularly stronger within 
the United Kingdom and Ireland. This research study once again reveals the complexity of the relationship 
between mental and physical health together with the concept of culture as a significant factor in the development 
of disease. Unfortunately both United Kingdom samples were in England (Liverpool and London), thus findings 
could not be generalised to die Welsh population where social demographics and health care provision are 
different, as expounded earlier (NAW, 2003b).
Most research studies have looked at psychotic illness when examining associated medical co-morbidity, but a few 
research studies have found links with depression and physical health problems. In a Finnish research study 
Timonen et al (2002) examined people over the age of 65 experiencing depression admitted to hospital, and also 
those who committed suicide. The research found that heart, vascular, musculoskeletal and neurological disorders 
were the most common physical health diseases among male suicide victims and Timonen et al (2002) concluded 
that detecting co-morbid depression in the elderly with heart and vascular disease was important. Ford et al (1994) 
studied 1,198 male University entrants over 35 years and found that a major depression was significantly 
associated with the risk of cardiovascular heart disease. Interestingly, there was a mean 10-year lag between the 
onset of depression and subsequent cardiovascular heart disease. This may point to the way cardiovascular disease 
develops, mostly symptom free initially and insidious in nature. This also suggests that regular health screening
82
and health checks are essential for people with an enduring mental health problem. The link between depression 
and cardiovascular heart disease has also been found by Vaillant et al (1998), Everson et al (1996), Pratt et al 
(1996), Barefoot and Schroll (1996) and Hesslinger et al (2002). In the research study by Everson et al (1996) there 
was evidence that depression alone was the most significant factor in the development of cardiovascular heart 
disease. Hence, even when there was no previous history of cardiac disease and risk factors were controlled for 
(i.e. smoking), depression still increased the risk of developing cardiovascular heart disease, and this has been 
recently supported by Ward et al (2003). Ward et al (2003) conclude that there is now a consensus that major 
depression is an independent risk factor for the development of ischaemic heart disease and adversely impacts on 
morbidity and mortality of those who have suffered from a myocardial infarction. More research is required on 
this subject, however, the link with long-term antidepressant therapy is not clear. Cardiovascular problems can be 
a side-effect of long-term antidepressant treatment, specifically blood pressure problems, platelet aggregation, 
EGG changes and tachycardia. Also, there are few studies, which have examined the association of depression 
with other mental health problems such as anxiety and psychosis. Evidence to date suggests that for those people 
experiencing depression, screening regularly for cardiovascular disease is important, and where people develop 
ischaemic heart disease, the risk of depression is high.
Depression has also been linked to osteoporosis and bone density loss in research studies by Schweiger et al 
(1994), Michelson et al (1996) and Majess et al (1988). Oslin et al (2002) found that arthritis, circulatory problems, 
a speech disorder or a skin disorder were related to a worse outcome with respect to depressive symptoms in a 
research sample of 671 older patients in Philadelphia. As most research studies into the physical health morbidity 
of those with a mental health problem have focused on major conditions such as cardiovascular disease and 
diabetes, there is a need to examine common, but less life-threatening conditions such as osteoporosis. This thesis 
will examine conditions not normally reported in previous literature such as asthma, varicose veins and back pain 
for example. Whilst these do not have the same significance in terms of being a threat to life such as ischaemic 
heart disease, they nevertheless cause much hardship to people and can significantly affect well-being. Researching 
such uncharted areas of health in those with an enduring mental health problem demonstrates the originality of 
this thesis, which aims to fill many gaps we currently have in knowledge of the health of people with a mental 
health problem in Wales.
Whilst there are numerous research studies revealing a higher rate of physical morbidity among those with an 
enduring mental health problem, specifically cardiovascular diseases, this is not always the case. Jeste et al (1996) 
has conducted a literature review of medical co-morbidity in schizophrenia, which presented a useful snapshot of 
evidence in 1996. Whilst Jeste et al (1996) noted literature relating to a correlation between mental health and 
physical health problems, their research also highlighted little association. In their critique of literature relating to 
cancer disease, Jeste et al (1996) conclude that there was inconsistent evidence that there a relationship exists
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between cancer and schizophrenia. In a recent study by Goldaore et al (2005) the risk of lung cancer in people 
with schizophrenia was non-statistically elevated and oesophageal cancer significantly elevated. However, 
Goldacre et al (2005) found no risk for breast cancer and a lower risk for colorectal and skin cancer. Whilst this 
was a large study of people with schizophrenia, no other variables were investigated to examine potential 
influences. Their finding regarding breast cancer was inconsistent with other research (Halbreich et al, 1996; 
Werneke et al, 2006). One of the most recent studies into cancer and serious mental illness have found the risk of 
disease 2.5 times more prevalent than the general population (Pandiani et al, 2006) and researchers call for more 
evaluation of the effect of lifestyle factors. However, a later study by Osborn et al (2007) into cancer mortality 
revealed only elevated mortality levels from respiratory tumors for those with a severe mental illness. Further 
studies on other cancers, such as bowel or skin, are needed. The continued inconsistency in evidence warrant 
further in-depth studies into this area and for this thesis it will be important to examine breast, bowel, lung and 
skin cancers to reveal evidence regarding the risk of people with an enduring mental heakh problem in Wales 
having such serious health problems.
Jeste et al (1996) have described a negative association between schizophrenia and rheumatoid arthritis and Eaton 
(1992) conducted a review of 14 epidemiological research studies between 1934 and 1985, concluding in 12 of the 
research studies that there was a reduced prevalence of rheumatoid arthritis specific to schizophrenia. The reason 
is yet to be established but the strong association between the genetics of bodi diseases is suggested. Also, the 
research sample group were people experiencing schizophrenia, not the more common mental health conditions. 
Once again, research such as this reveals the compounding nature of this topic area revealing large gaps in our 
current understanding of the issues. These gaps have been stressed by Dinan (1999), in an editorial for the British 
Medical Journal, who highlighted that -whilst die social impact of depressive illness has been extensively investigated 
there has been far less attention paid to the physical consequences. However, he notes that an increasing body of 
evidence indicates that the effects such as coronary disease and bone mineral loss are receiving more attention. 
Dinan (1999) concludes that clinicians are well aware of the potential cardiac impact of tricyclic antidepressants 
but for too long have ignored the important physical effect of depression itself. More research is needed here as 
depression accounts for a significant proportion of ill-health. Moreover, there is strong evidence that clinical 
depression is due to biochemical and neurological cause with some genetic links. Could these same genetic links 
make the person prone to other diseases such as heart disease and diabetes? There does seem to be a general 
concern among researchers to raise awareness regarding the higher levels of morbidity among people with an 
enduring mental heakh problem, with a corresponding challenge to equip practice to deal these problems. One 
recurring theme associated in widi the development of cardiovascular heart disease is lifestyle.
In summary, there is evidence to suggest that people with an enduring mental health problem experience more 
physical ill-health than the general population and this contributes to an earlier death. However, studies to date
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have usually focused on single diagnostic groups such schizophrenia and there are no specific studies for Wales, in 
particular to a level of stratification that may be used to commissioners and providers of services. Current 
evidence is not conclusive with regards to why these problems occur, although there are a number of studies 
which have examined lifestyle factors. However, it is clear that developing an enduring mental health problem 
does place a person at serious risk of also developing a physical health problem.
Lifestyle Factors
Lifestyle factors include personal choices one makes in life which affect health and well-being. This can involve 
the personal choices such as diet, exercise, alcohol intake and smoking. Some lifestyle factors, however, do not 
involve choice/The very nature of a long-term and enduring mental health problem can lead a person into 
unemployment, isolation, housing, apathy and high-risk behaviour. Lifestyle factors can lead to high levels of 
morbidity and greater mortality rates. In a paper by Phelan et al (2001) it was stressed that people with mental 
health problems experience premature death through the contribution of smoking, obesity and low levels of 
exercise.
Smoking has been associated with coping strategies widrin individuals with an enduring mental healdi problem, 
however its consequences can place the person at a higher risk of developing smoking-related diseases, specifically 
cardiovascular heart disease. In a study by McCreadie (2003) 102 community-dwelling people with schizophrenia 
were surveyed utilising the Scottish Health Survey questionnaire. He found that 70% of the research sample -were 
smokers. McCreadie (2003) also discovered that 70% of the male respondents were overweight or clinically obese, 
although 59% of these men described themselves as physically active. Within diese males who were overweight, 
53% had a raised blood cholesterol level. Recently, Osborn et al (2006) also examined similar issues in people widi 
severe mental illness and findings revealed that increased levels of heart disease and risk factors were present. 
McCreadie (2003) concluded that his research sample were at a high risk of developing cardiovascular heart 
disease and called for services to address physical as well as mental health problems. Cardiovascular heart diseases 
are a significant cause of mortality in people widi mental health problems and smoking is a significant 
contributory factor. McCreadie (2002) had previously conducted work on behalf of the Scottish Co-morbidity 
Research Group and sampled 316 patients of whom 65% were smokers. Within this study, smoking gready 
overshadowed the use of drugs and alcohol, which is commonly seen as a more life-threatening type of addiction. 
The implication that smoking is a major cause of cardiovascular problems in people with enduring mental healdi 
problems is thus evident, however reducing its use is challenging.
Smoking is generally viewed as a stress-reduction mechanism, as well as a social activity. However, Connelly and 
Kelly (2005) report that in schizophrenia heavy smoking may have an implication for die underlying neurobiology 
of the disease. Cigarette smoking, according to Connelly and Kelly (2005), induces hepatic microsomal enzymes, 
which increase die metabolism of psychotropic medication and dierefore smokers usually require greater levels of
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anti-psychotic medication than non-smokers to achieve similar blood levels. This hypothesis seems plausible but 
requires more studies. If true, it has important implications for the health of those with enduring mental health 
problems as higher levels of anti-psychotic medication can lead to significant side-effects such as increasing the 
risk of cardiovascular disease. Herein lies a double jeopardy; smoking increases the risk of cardiovascular disease 
and also increases the levels of anti-psychotic medication to reduce the effects of the mental health problem, such 
as hearing voices, however the increased levels of medication can equally be detrimental to health. Maybe, 
smoking should be a contra-indication to psychotropic medication. However, practically this would be very 
difficult to implement as for many people smoking is known to reduce levels of anxiety and agitation, which are 
often associated with enduring mental health problems. Nevertheless, reducing the level of cigarette smoking 
would significandy reduce the risk of developing serious physical health problems.
Whilst smoking has been viewed as a coping mechanism in serious mental illness, a recent Spanish research study 
of 250 patients with schizophrenia has revealed evidence to the contrary. Aguilar et al (2005) explored die self- 
medication concept of smoking in a research study of stable out-patients with schizophrenia and assessed positive 
and negative symptoms of the illness. The research team classified the group as highly dependent smokers, mildly 
dependent smokers and non-smokers. These data did not support the self-medication hypothesis but suggested a 
complex interaction between nicotine dependence and the symptoms of schizophrenia. More research such as this 
to gain further understanding of the relationship between smoking and mental health problems.
Smoking continues to be a recurring theme when examining the lifestyle of people with an enduring mental health 
problem and more recently attention has turned to obesity, diabetes and their relationship to psychotropic 
medication. Obesity is increasingly becoming a significant health risk to the population of the United Kingdom. In 
people with schizophrenia, Tardieu et al (2003) report mat obesity increased the risk of hypertension, 
atherosclerosis, Type II diabetes, cardiovascular heart disease, stigmatisation, non-adherence to treatment, social 
withdrawal and further impairment of quality of life. The poor diet of people with schizophrenia was previously 
examined by McCreadie et al (1998) in a research study of 30 patients supported in a community setting in 
Scotland. Compared to a control group the people researched by McCreadie et al (1998) consumed less total fibre, 
retinal, carotene, vitamin C, vitamin E and alcohol in their diet. The research sample also consumed fewer fruit 
and vegetable portions per week, on average taking 12 portions per week when the daily recommended intake is 
five portions a day. McCreadie et al (1998) also found that most of the people studied were clinically obese, and 
the research study reflected most professional's opinions that people with the most severe form of mental health 
problem have significant risk factors for diseases such as ischaemic heart problems and diabetes. Obesity is a 
contributory factor in many diseases and is highly prevalent within the population taking long-term psychotropic 
medication, specifically within individuals receiving depot injections. Drug-induced obesity is an unwelcome 
iatrogenic affect of treatment, which is meant to improve a person's mental health problem. Silverstone et al
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(1988) surveyed 226 patients attending a depot neuroleptic clinic in London and found that the prevalence of 
obesity was four times greater than that of the general population. However, Connolly and Kelly (2005) have 
noted that not all antipsychotic medication cause weight gain, but some cause significant weight gain, specifically 
Clozapine and Olanzapine which can add up to 4.5kgs after 10 weeks of treatment at standard dose. Medication 
prescribed to help symptoms of psychosis can have a significant affect on appetite regulation and cause 
'carbohydrate craving' and hunger, which according to both Bernstein (1998) and Wirshing et al (1999), can 
continue after eating. This is concerning, as these newer type of anti-psychotic treatments have been introduced to 
reduce the iatrogenic effects, but this is clearly offset by the potential for obesity. Zhang et al (2004) conducted a 
research study in China to examine the hypothesis that antipsychotic treatment was associated with an increase in 
intra-abdominal fat. Within this research study, Zhang et al (2004) reported that patients first receiving 
antipsychotic drugs experience substantial deposition of both subcutaneous and intra-abdominal fat, and the 
paper concluded that this reflected a loss of the normal inhibitory control of leptin on the body mass. Along with 
the fat deposition, an increase in levels of fasting lipids was found and non-fasting glucose. These findings 
suggested that this might have been an early sign of drug-induced progression toward metabolic syndrome. The 
research study by Zhang et al (2004), whilst important and new, requires more follow-up research, as their 
research sample -were relatively small (n = 46) and social and cultural factors were not controlled for. What may be 
evident in China may not be so in the United Kingdom, and vice-versa. However, even small studies like this are 
equally important to the scientific knowledge base. The research by Zhang et al (2004) suggests, as do Connolly 
and Kelly (2005), that changes occur in the first 10 weeks of treatment and thus health promotion should start as 
soon as or even prior to treatment being prescribed. This has an important implication for the frequency of 
follow-up appointments following prescription of antipsychotic treatment.
Peet (2004b) has recently reviewed the complexity of diet, diabetes and schizophrenia and proposes the 
hypothesis that lifestyle factors may influence not only the development of diabetes, but the outcomes in 
schi2ophrenia. Peet (2004b) proposes that a diet low in saturated fat, high in polyunsaturated fatty acids and low 
in glycaemic load might be beneficial in alleviating the symptoms of schizophrenia. This hypothesis is yet to be 
systematically researched but offers an interesting alternative to the decision to increase levels of prescribed drug 
treatment. Surely, encouraging a healthy diet in people with an enduring mental health problem can only be 
helpful as is adopting a health promotion strategy for all-round good health.
The combination of obesity and antipsychotic medication has been associated with Type II diabetes. Usher et al 
(2006) have noted that the atypical antipsychotic drugs have been linked to a number of serious side-effects such 
as obesity, hyperlipidemia, type II diabetes and diabetic ketoacidosis. Henderson et al (2005) identifies the 
combination of these life-threatening conditions as the 'metabolic syndrome'. In 2003 an expert group formed by 
the Royal College of Psychiatrists met in Dublin to examine the relationship between schizophrenia and diabetes
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(Royal College of Psychiatrists, 2004). The group noted that Type II diabetes results from an interaction between 
a genetic predisposition and environmental factors such as a poor diet and sedentary lifestyle. The interaction 
between diabetes and schizophrenia is complex and many people with this mental health problem have multiple 
risk factors for Type II diabetes such as obesity and smoking. Connelly and Kelly (2005) have noted that the 
biggest risk factor for emergent diabetes in schizophrenia is weight gain caused by anti-psychotic treatment and 
Mukherjee et al (1996) have reported that the risk of diabetes in people with schizophrenia is five times greater 
than those not having the disease. Schizophrenia itself has also been noted as an additional contributory factor, as 
too psychotropic medication, and there is a two to four times higher prevalence in this group of people compared 
to the general population. The expert group of the Royal College of Psychiatrists (2004) highlighted that little has 
been done to propose a pathway for managing diabetes in people with an enduring mental health problem. 
Certainly, there do not seem to be any such pathways evident in the literature.
Many people with schizophrenia have a poor diet which may have a high content of saturated fats and sugar 
together with a low fibre intake. Brown et al (1999) have found that people with schizophrenia consume 
significantly lower amounts of fibre and have a diet high in fat as compared to a matched control group and 
Dixon et al (2000) have studied samples of people with schizophrenia and also have highlighted the association of 
a poor diet with psychotropic medication. However, Dixon et al (2000) have noted that even before the 
widespread use of the atypical antipsychotic medication, the prevalence of diabetes within people with 
schizophrenia was higher than the general population. Thus, there may be other significant factors -which are at 
this point unknown and requiring further research to be undertaken. For example, other factors such as poor 
lifestyle may be as important. Researchers such as Dixon et al (2000) seem to agree that the development of Type 
II diabetes in people with an enduring mental health problem may be the result of environmental and lifestyle 
factors in people genetically predisposed to disease. Further research is required to examine these genetic factors. 
This may be where the answer lies in prevention, other than reducing the amount of psychotropic medication and 
managing obesity. Interestingly, Arranz et al (2004) have found a greater incidence of insulin resistance associated 
with anti-psychotic treatment. Whilst there is an association between antipsychotic medication and impaired 
glucose metabolism, research has not supported causality, thus more research is required. Recently Valarie Frighi 
(2005), in an editorial letter to the British Journal of Psychiatry, questions research by Thakore (2005), which 
attributes the higher rates of Type II diabetes found in schizophrenia to the illness itself. Frighi (2005) calls for 
more research into the 'poorly understood' actions of antipsychotic treatment. The debate will continue and until 
causality is established, the outlook is likely to be unchanged.
People with schizophrenia on long-term antipsychotic medication are also prone to osteoporosis. Smith et al 
(2002) have found that most individuals on typical antipsychotic medications have elevated prolactin levels and in 
women are hypogonadal. Meaney et al (2004) have studied this further and assessed male and female patients with
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a diagnosis of schizophrenia prescribed antipsychotic medication over ten years in duration have raised prolactin 
levels. Results have suggested that this group of people were at a high risk of developing reduced bone mineral 
density as a consequence of hyperprolactinaemia-induced hypogonadism. This research study was useful, but did 
not have a control group and more research needs to be undertaken. Studies such as these also need to examine 
lifestyle factors to explore all possible variables, which may predispose people to conditions like osteoporosis. 
Again, obesity may be a significant factor here or indeed a lack of early intervention.
One such variable, which must be taken into account, is the duration of treatment. The length of time people with 
mental health problems are prescribed antipsychotic medication is much longer than for many other types of 
medication. Additionally, the presence of a physical health problem can make the prescription of other drugs 
more difficult due to potential interactions. Changes in weight, smoking habits and severity of illness mean that 
the medication regime is frequently altered and clinical reviews are very important to ensure there are no 
iattogenic effects. During long periods of treatment for mental health problems it may be likely that medication 
for physical health problems is also required. Goldman (2000) has noted that there are many reports of adverse 
interactions between general medical and psychotropic medications for people with an enduring mental health 
problem. Unfortunately, this increases the health risks for people with mental health problems, which may 
occasionally lead to a premature death. Conversely, in a French research study by Montout et al (2002) early death 
linked to the use of neuroleptic drugs has been questioned in relation to -whether the real association was with the 
medication itself or the patients themselves through possible non-concordance. More research is required in this 
area of treatment and care, specifically to establish cause and effect.
Examining the research available to date, it seems that the problems facing people with an enduring mental health 
problem associated with health and lifestyle factors are very real and highly complex. It does seem apparent that 
the addition of each risk factor into the life of people with an enduring mental health problem increases the 
likelihood of the development of further problems resulting in the unfortunate situation of an ever-increasing 
cycle of mental and physical ill-health. Typically, a person develops a serious and enduring mental health problem, 
commences antipsychotic treatment and their weight increases. As time goes by, they become more prone to Type 
II diabetes and obesity, which in turn increases the risk of cardiovascular heart disease. Increasing apathy and lack 
of exercise then predisposes the person to other diseases such as digestive disorders and circulatory problems. If 
one introduces smoking into the scenario, it would seem no surprise that people with an enduring mental health 
problem are a significant risk in relation to morbidity and mortality. Smoking has also been implicated by Rimm et 
al (1995) as being an independent risk factor for the development of diabetes, thus adding to a cycle of ill-health. 
All round, the chances of being physically unfit whilst experiencing an enduring mental health problem are 
inevitable and may further exacerbate feelings of apathy and motivation levels to help oneself or seek help from 
others.
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Apathy, lack of motivation and lifestyle
Apathy and a lack of motivation are key features of many types of mental health problems, specifically dementia, 
psychosis, depression and substance misuse. Stuart and Laraia (1998) define apathy as a lack of feelings, emotions, 
interests or concerns. Most people can have minor forms of apathy at certain points in their lives and having die 
•Monday morning blues' is an example of the way our moods can fluctuate. However, most people seem to have 
the self-motivation to reverse the feelings of the 'blues' and will therefore go to work on a Monday morning, even 
when feeling unhappy. In contrast, apathy is more long-term and can be a profound and dominant feature of a 
mental health problem. Marin (1990), a lead researcher into apathy, identifies it as being a number of key 
psychological attributes with a lack of motivation as its central feature. Marin (1990) distinguishes apathy as either 
a symptom of mental health problems or as a syndrome of acquired changes in mood, behaviour and cognition 
not due to mood disorder, altered levels of consciousness or cognitive impairment. Doody et al (1995) suggest 
that when apathy occurs it is usually associated with a poorer outcome for the person and thus in Alzheimer's 
Disease it is linked with a faster decline in cognitive function. Van Reekum (2005) states that apathy is also 
associated widi a poor treatment response, in particular schizophrenia and it can be associated with decreased 
functional levels, caregiver distress, poorer outcomes of the illness and poorer treatment response. Apathy is thus 
a well-known and significant symptom and its main problem is that it can be a long-term feature of mental illness. 
The extent of apathy in people with an enduring mental heahh problem is difficult to assess and there are only a 
few studies measuring its presence in common mental disorders. Research that exists present conflicting findings. 
Andersson et al (1999) have found a strong correlation between depression and apathy, however other research 
had previously not found an association (Levy et al, 1998). More research is needed into this potentially harmful 
symptom of mental health disorders. What is clear is diat depression, and schizophrenia, is often associated with 
responses similar to the definition of apathy including a lowering of mood, inactivity and lack of interest in the 
external world. The success of reducing these types of clinical symptoms is very much dependent upon die 
success of treating die underlying mental health problem itself. However, where the outcomes of treatment are 
measured in months, even years, this presents those caring for people with an enduring mental health problem 
with significant challenges. For people with a mental health problem, prolonged periods of inactivity, low mood, 
lack of interest in themselves and lack of interest in die external world can result in a poor lifestyle. This may 
manifest itself in a lack of interest in personal fitness, weight control, eating a healdiy diet and a reluctance to seek 
support when initial signs of physical illness are present. This may contribute toward a greater predisposition to an 
overall unhealthy lifestyle and poorer health. The challenge for many formal and informal carers is motivating 
those who may be pathologically apathetic and de-motivated to care for themselves in a manner tiiat does not 
disempower the person. Waiting for the effect of long-term treatment by medication to occur may be too late to 
prevent the onset of physical health problems.
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In summary, a range of high risk behaviours and lifestyle factors seem to contribute to the increased risk of 
physical health problems people with an enduring mental health problem experience. Smoking, obesity and diet 
are the most prevalent. These risks, however, are not always the choice of the person themselves and the 
iatrogenic risks of long-term psychotropic medication must be considered. There remain large gaps in current 
knowledge on this topic, particularly into cause and effect.
Health promotion and health education
Having the motivation to change
People with an enduring mental health problem are concerned about their health and do -want a better life, 
according to research by Payson et al (1998). They also suggest that clients with an enduring mental health 
problem are interested in their own health needs and Holmberg and Kane (1995) have previously highlighted that 
people with chronic mental health problems use different symptom interpretation and personal management, than 
do healthy persons with similar symptoms. Clients within the research study by Payson et al (1998) ranked the 
health issues which had most relevance to them. Results indicated that these included psychiatric medication and 
its side effects, getting to know what was needed from a mental health system and ways to solve problems. For 
professionals, it would seem that this evidence could form the basis of prioritisation when developing and 
implementing a health promotion package, however it also reveals that those with an enduring mental health 
problem are primarily concerned about their mental health needs.
It is important to note that some mental health problems are associated with psychosomatic disorders and over- 
reporting of ill-health. As highlighted in the research study previously discussed by Schrader (1997), who 
examined the extent and nature of medical co-morbidity in 87 outpatients with chronic depression, there is a 
disparity between the perceptions of illness between patients and health care professionals. Unfortunately, there is 
a tendency to stereotype all people with an enduring mental health problem as perhaps over-exaggerating 
symptoms. There are many reasons why people with a enduring mental health problem may not choose to seek 
assistance during ill-health, but it cannot be assumed that people who may have little insight into their own mental 
health problem have little insight into their overall well-being. The research studies by both Payson et al (1998) 
and Schrader (1997) reinforces the importance of advocacy and the role of the primary health care team in 
supporting people with an enduring mental health problem within the community. One of the important 
components of rehabilitation for community living is the concept of self-care in respect of being responsible for 
your own health. Evidence suggests that basic self-care issues are not dealt with appropriately, as found in the 
study by Holmberg and Kane (1999), where people with schizophrenia practiced far fewer health promoting 
behaviours than those people without an enduring mental health problem. Similarly, McManus (1996) has 
previously explored the health promotion practices and life styles of 35 chronically mentally ill clients residing in 
four group homes and found that their supervision ranged from full to none. The research sample scored low 
using the Pender Health Promotion and Lifestyle Instrument (Fender, 1987), which included sub-scales examining
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nutrition, exercise, health, responsibility, stress management, internal support and self-actualisation. Thus, even 
where people with a mental health problem are in constant contact with carers, their holistic care may not be 
addressed. In practice, it would seem that the philosophy of care in psychiatric rehabilitation is mostly focused on 
the psychological well-being of the person to the potential detriment of physical well-being. This is not to say that 
professionals should control peoples' behaviour and limit choice, but alternatively offer more support when 
people make the choice to promote their own health and then provide the necessary education. 
There are promising signs that providing people with choice and support can promote better health. Addington et 
al (1998) conducted an uncontrolled trial to assess the efficacy of a smoking cessation group programme, which 
was modified for individuals with schizophrenia. Fifty patients were entered into the programme and met during 
seven weekly sessions in five separate groups. Forty-two percent of those participating had stopped smoking at 
three months, 12% at six months and 16% remained abstinent. There were no changes in the positive or negative 
symptoms of the illness, which suggested that there was no adverse affect to the person with schizophrenia. This 
study dispels the myth that somehow, even those with severe mental health problems, cannot be helped to stop 
smoking. Living a healthier lifestyle is not only good for the physical health of a person; it can also improve 
general well-being. Burbach (1997) reports on a number of research studies within the literature where exercise 
programmes are utilised within a treatment plan for people with anxiety and depression. The largest of these 
research studies was conducted by Veale et al (1992), cited by Burbach (1997), where 124 patients were randomly 
allocated to either an aerobic exercise group, a low intensity exercise group or a control group. The aerobic group 
had significantly superior outcomes, according to Burbach (1977), in relation to depression and anxiety. There 
was, however, a high drop out rate; 24%. Burbach (1997), in summing up his review of research studies, noted 
that although research has indicated the potential benefits of physical activity, it is not clear to what extent people 
with an enduring mental health problem would accept this new treatment. Again, these are promising signs that a 
different approach in dealing with people with mental health problems can be effective.
Models of health promotion
There are no specific health promotion models for people with enduring mental health problems, at least not 
tested and published in the literature. Yet, health promotion is now an integral part of the -way modern health 
services are commissioned and managed. Considering that there has been significant evidence regarding poor 
mortality rates in people with schizophrenia (Brown, 1997), it is disappointing that resources have not been 
commissioned to design a specific health promotion model to deal with the problem. On a positive note, health 
promotion has become an increasingly important worldwide issue as well as being critical to the future success to 
the National Health Service. The World Health Organisation has been a key driver to this, recognising that 
without good health promotion there seems to be no other strategy for tackling ill-health other than treatment and 
care and this applies equally to people with mental health problems. Regrettably, general health promotion for 
people with an enduring mental health problem has only recently begun to emerge as an important way of
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providing the best for those who need it the most but it is very much in the early stages. The term health promotion 
is often used interchangeably with the \.<scxn. patient education and health education; however, they have different and 
distinct meanings. Maben and Clarke (1995) have highlighted that the term health promotion is frequently used, 
but is often ill defined. Maben and Clarke (1995) conducted a conceptual analysis of the term and examined it 
using six themes;
1. Health promotion as an umbrella term.
2. Health education and health promotion as synonymous and interchangeable.
3. Health promotion as the marketing or selling of health.
4. Health promotion concerned -with lifestyle behaviour change.
5. Health promotion as health education.
6. Health promotion as an approach, -which encompasses a set of values.
For people with an enduring mental health problem, changing their lifestyle and behaviours is the biggest 
challenge for both themselves and health professionals. For the health professional there is the challenge of 
possibly worsening the mental health problem as many such behaviours have been adopted as a means of coping 
with psychological problems, such as smoking and drinking alcohol. The challenge for the individual is self- 
motivation, coupled with dealing with their own mental distress. Inevitably, mental health nurses are on the front­ 
line to deliver health promotion messages and health education and are probably best placed to do so in light of 
the close relationships formed with clients. To take this forward in mental health practice there is a need for a 
specific model and definition of health promotion, however Maben and Clarke (1995) conclude that the meaning 
of health promotion in nursing is not easy. They offer the following general definition;
"Health promotion is an attempt to improve the health status of an individual or community, and is also concerned with the 
prevention of disease. s\t its broadest level it is concerned with the wider influences on health and therefore with the polity and 
legislative implications of these1
(Maben and Clarke, 1995, page 1163)
This definition pulls together a plethora of other definitions and can mean different things to different people. It 
can have value for an individual clinician as well as a commissioning body. Maben and Clarke (1995) also define 
health education;
'Health education through information-giving, advice, support and skills training is apart of, and necessary prerequisite to, 
health promotion, attempts to raise awareness of the issue in question and fosters an ability to cope with illness or disease."
(Maben and Clarke, 1995, page 1164)
Maben and Clarke (1995) expound further to describe health promotion as an approach to care through 
empowerment, equity, collaboration and participation, which may have social and environmental ramifications. 
This is broadly similar in characteristics as those of Seedhouse's (2001) description of a theory that health is a
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personal strength or ability. The analysis by Maben and Clarke (1995) may suggest that people with an enduring 
mental health problem can be empowered to maintain good health but this requires the environment around them 
to have that same ethos. People with an enduring mental health problem require not only a change in their own 
behaviours to promote health, but also a change in those around them in relation to attitudes. As described earlier, 
people with mental health problems are concerned about their own health but may feel unsupported to do 
anything about it. The attitude of friends, neighbours, professionals and society play a significant role in the 
success of promoting good health. The attitudes and behaviours of others exert an influence on those with an 
enduring mental health problem in either positive or negative ways, and this will be an important point to consider 
in the construction of a conceptual framework within this thesis. For example, past experiences with an un-caring 
health professional may prevent deter future requests for help if the signs of disease occur. Of course, for some 
people, it may be inevitable that ill-health will occur, whether one has an enduring mental health problem or not, 
however even in these cases the risks associated with ill-health could be reduced.
Ewles and Simnett (2003), quite simply, describe heahh promotion as being about raising the health status of 
individuals and communities, proposing a framework of activities to support this notion. The framework includes 
preventative health services, health education programmes, economic activities, environmental health measures, 
health public policies, organisational development and community-based •work. Ewles and Simnett (2003) offer a 
useful framework to construct one's thinking in terms of promoting health beyond individual intervention and 
will be valuable to revisit in light of the research findings of this thesis. The definitions expounded by Maben and 
Clarke (1995) are also useful in terms of their simplicity for those who wish to promote the general health of 
people with an enduring mental health problem. In particular, the health promotion definition by Maben and 
Clarke (1995) could be included within a specific health promotion model, which also incorporates the reduction 
of social exclusion. A model of health promotion which respects the individual, promotes insight into dieir health, 
proactively engages therapeutic interactions between the individual, professionals and society, and influences 
policies to increase social inclusion would offer a useful theoretical basis for future practice. After considering the 
examination of the social model of disability, the evidence with regard to the exclusion, which may cause unmet 
health need, and the notion that adults with mental health problems want to improve their health, the following 
definition is proposed for health promotion by the researcher of this thesis;
'Health promotion for people with mental health problems is aimed at implementing parallel actions through reducing the 
distress of the mental health problem itself and proactively ensuringphysical health needs are identified and met. On an 
individual level it is an attempt to ensure that those already engaged with services have an holistic treatment and care 
programme, underpinned by proactive health screening and effective shared care. Inspect for the person's autonomy is 
essential. On a wider level, health promotion involves the development of strategies, polices and resource allocation which not 
only implement community programmes for better health but proactively tackle discrimination, inequity and social exclusion."
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This definition may offer a useful focus for improving the health of adults with an enduring mental health 
problem and will be discussed later in relation to the potential development of a health promotion resource pack 
based upon the framework described by Ewles and Simnett (2003).
Within the background of this thesis it was identified that Wales is unique in terms of the health deficits it 
experiences and for those with an enduring mental health problem this may be much worse than expected. The 
secondary analysis of the Welsh Health Survey 1998 (NAW, 1999) may reveal factors, which would be useful to 
consider in a health promotion package specific to those with an enduring mental health problem.
Met and unmet health needs
Bradshaw (1972 and 1980) distinguishes between four types of needs; normative, felt, expressed and comparative. 
His work was focused on social services; however, the concept is easily transferable to the health sector. Bradshaw 
(1972) defines normative needs as a type of need, which makes possible judgments against agreed criteria, 
whereby society sets the standard of what is expected for a group of people or individual. Professional judgement 
of need is an example of this. Felt needs are defined as what lay people themselves feel they want whereas 
expressed needs are felt needs which are actually acted upon or expressed. Felt needs may not be articulated very 
well by a client group, whilst expressed needs may include requests for certain services or changes in services. 
Comparative need is where people with similar characteristics are not in receipt of a service and Bradshaw (1972) 
has demonstrated it in the following scenario;
'This person X is in receipt of a service because he has the characteristics A — N. This person Z has also the characteristics 
A. — N but is not receiving the service. Therefore Z is in need.'
(Bradshaw, 1972, page 641)
For people with an enduring mental health problem professional judgments on needs (normative) may have led to 
inequity, and where needs are felt, they are not necessarily acted upon. There is evidence to suggest that people 
with enduring mental health problems who present with physical problems are often overlooked by health 
services as in a study by Kendrick et al (1994). This indicates the apparent invisibility of these adults to the 
professionals caring for them, and indeed society itself. Kendrick et al (1994) conducted a survey of 101 long-term 
mentally ill clients within 16 general practices in England and concluded that this group of people was at increased 
risk of cardiovascular and respiratory problems in the community, Kendrick et al (1994), who compared these 
data to a contemporary national survey, also noted that nearly all the risk factors identified were recorded in the 
general practice records but few attempts had been made to intervene. In a previous report Kendrick concluded 
that general practitioners should use their frequent contacts with long-term mentally ill people to play a greater 
role in monitoring the mental state and anti-psychotic drug treatment of this group (Kendrick et al, 1994).
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Similarly, Mutton (1994) examined 72 clients with a mental health problem who were attending a day treatment 
programme and found 189 major health problems in 62 subjects. Forty-seven percent of the problems found had 
not been recognised previously and unrecognised problems occurred in 69% of subjects. This unpublished thesis 
did not seem to be developed further, but it does highlight that the general health needs for this group were 
ignored. One may speculate as to the reasons for this; for example, perhaps the clients assessed did not want to 
report their felt, but not necessarily expressed needs. However, if this was the case, then mental health workers 
have a crucial role in observation and continually assessing clients holistic needs to improve quality of life. In a 
previous research study by Brugha et al (1989) researchers found that from 145 people sampled with an enduring 
mental health problem attending a psychiatric day care facility, as many as 41% were found to have medical 
problems requiring care and 44% had unmet health needs. In 1989 a Californian research study by Koran et al 
(1989) evaluated the physical health of 529 patients and found that that whilst 39% of the research sample had an 
active and important physical health disease; only half of these were recognised by the mental health system 
responsible for the person. A recent study by Lawrence et al (2003) found that there was little difference in the 
hospital admission rates between ischaemic heart disease for those with an enduring mental health problem and 
the general population, however there were fewer revascularisation procedures conducted in patients with a 
psychosis, suggesting an unmet health need. Likewise, an American study by Kreyenbuhi et al (2006) has revealed 
that diabetic patients with severe mental illness were less likely to be prescribed cholesterol-lowering statin 
medications and angiotensin receptor blocking agents than those without a severe mental illness. These unmet 
needs, or felt needs as described by Bradshaw (1980), present a serious risk to the person with an enduring mental 
health problem and one can only speculate at present the reasons why such needs are ignored. Of course, unmet 
needs may not always be felt and in the findings of Lawrence et al (2003) it appears that comparative need 
suggests similar rates of disease, but the needs of those with psychosis were clearly not met.
Some research studies have alluded to a significant factor, which may be related to greater morbidity; social 
exclusion. Society still has issues understanding 'mental illness' and a person in the community with an enduring 
mental health problem may be just as isolated as an in-patient in a psychiatric hospital far from their relatives and 
friends. Caroline and Bernhard (1994) have commented, in a comprehensive literature review, that women with a 
serious and enduring mental health problem are a population at risk (health-related) because of their 'invisibility'. 
Invisibility indicates that the person may be known to services but their needs may not be met, or as Bradshaw 
(1972) highlights, they have felt or comparative needs. Gender is an area of mental health research which has 
been extensively studied in relation to prevalence (Gove and Tudor, 1973; Nolen-Hoeksema, 1987) and possible 
causes (Gater et al, 1989; Penning et al, 1994), but little research has been conducted in relation to unmet physical 
health needs. Angst and Sartorius (2001) have conducted an international review of research into suicide in 
women and have highlighted many more risk factors for mental health problems in women than men in society. 
Such risk factors include child abuse, sexual abuse, rape, domestic violence, giving birth and social factors. Within
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social factors higher rates of suicide were found in single and divorced women (Charton, 1995), although the 
effect of unemployment has received conflicting reports in the literature. Yet, even in such an extensive review as 
the one conducted by Angst and Sartorius (2001), no reference was made to associated physical health problems. 
A few studies have highlighted unmet need in relation to gender such as Caroline and Bernhard (1994) and more 
recently the DRC (2006), however the association between gender and its possible effect on physical health 
problems is unclear. Women seem to experience more mental health problems than men (Meltzer et al, 1995a) 
and their social role in society is often cited as a contributory factor. Nazroo et al (1997) have noted that the 'role 
strain hypothesis' is a perspective, which expounds that the roles that women occupy, increase stress and reduce 
coping strategies. Nazroo et al (1997), in a study of 100 couples who had at least one life-threatening event that 
may have made them depressed, found that women were more likely to experience depression. The increased risk 
was linked to factors concerning children, housing or reproductive systems and was greater where there was a 
clear distinction and demarcation between roles in the relationship. This research provides more support for the 
role strain hypothesis theory, however more evidence is required to examine such differences -where depression 
occurs in the absence of life-events. More recently, Dambrun (2007) has hypothesised that women are more 
susceptible to mental health problems as they perceive more personal discrimination. If that is the case, and this 
leads to a increased risk of a mental healdi problem, it is unclear if both being a women and having a mental 
health problem increases ones risk of getting a physical health problem, more than a man would. This thesis will 
explore the potential differences between men and women with an enduring mental health problem and their 
physical health, which may indicate areas for further more in-depth research.
The problem of unmet physical health needs for people with mental health problems is a contemporary issue. In a 
recent research study by Hippisley-Cox and Pringle (2005), commissioned by the Disability Rights Commission, 
researchers found significant unmet health needs of people with schizophrenia (n = 3726) and manic depression 
(n = 2597) registered to general practices. Compared to those who were not experiencing an enduring mental 
health problem, women with schizophrenia were less likely to have had a cervical smear; 63% compared to 73% in 
the general population. All patients with schizophrenia and ischaemic heart disease -were likely to have a blood 
pressure and cholesterol level recorded, but this was still less than in the general population. However, other 
modes of intervention were comparable to the general population and more people with an enduring mental 
health problem received health promotion with regards to smoking, demonstrating that there is a growing 
emergence of preventative strategies to reduce smoking-related disease in people with an enduring mental health 
problem. Greening (2005) recently examined needs and has conducted a case note research study of patients with 
an enduring mental health problem who have undergone rehabilitation and recovery. The research study, 
conducted on the case notes of 63 patients from 1998 to 2003, found that there was little recorded in terms of 
physical assessment or physical examination of patients. Smoking, diet, and exercise were recorded in less than 
18% of the 63 case notes and blood pressure, electrocardiogram and lipids were mentioned in less than 30% of
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case notes. A blood glucose test was performed in only 25% of patients in the previous year and 59% in last 5 
years. Greening (2005) concluded that there was inadequate recording of the physical health status of patients in 
rehabilitation and recovery. This is quite concerning as these people were already engaged with service provision. 
Clearly their needs were not being met and cannot be known, as there were no regular health checks or risk 
assessment. Greening's (2005) research study prompted a great many reply letters to the Psychiatric Bulletin and 
most recognised the problem in mental health service provision. Professionals responding to the study also noted 
the role of the general practitioner and the opportunity for shared care between both professionals (psychiatrist 
and general practitioner).
Very few studies have been conducted in Wales on met and unmet physical health needs with regards to people 
with an enduring mental health problem. However, a small Welsh research study by Jordan et al (1999) of 14 
community mental health nurses data regarding medication management of their caseload revealed some 
interesting inferences. The research study highlighted some confusion about who •was responsible in primary 
health care for monitoring the side-effects of medication and optimizing concordance with medication. All 
respondents felt that managing clients' medication was not accorded a sufficiently high profile and also felt that in 
part it was the nurses' responsibility to meet this need. Jordan et al (1999) concluded that education programmes 
on a national level are required to address this. A literature review by Marland and Sharkey (1999) concludes that 
there is evidence that appropriate and well-targeted nursing can help to promote a healthy interaction with 
neuroleptic regimes. The important role of the nurse in caring for people with an enduring mental health problem 
will be discussed later.
As discussed earlier, shared care is an approach to caring for those with long-term mental health problems in both 
the primary and secondary health setting. Hickman et al (1994) describe shared care as the joint participation of 
general practitioners and hospital consultants in the planned delivery of care for patients with a chronic condition, 
informed by enhanced information exchange over and above routine discharge and referral letters. The approach 
has reported benefits. Mitchell et al (2002), in a large Australian study, have evaluated the efficacy of formal liaison 
between general practitioners and specialist service providers for chronic psychiatric conditions. The research 
team found that liaison can improve the functional outcomes for the person with a chronic mental health problem 
and conclude that it may confer modest long-term health benefits through improvements in patient concordance. 
Lester (2005) has reviewed progress regarding shared care in the United Kingdom and has stressed that it offers 
an opportunity to address the long-standing issues relating to morbidity and mortality of people widi enduring 
mental health problems. However, there are barriers to its effective establishment and Lester (2005) views poor 
communication, lack of training, lack of certainty over roles and responsibilities and lack of enthusiasm as 
underlying reasons. Lester (2005) has called for opportunities for shared care to be integrated into the general 
medical contracts with primary health care being responsible for the physical healthcare of people with an
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enduring mental health problem. Shared care does seem to be the way forward to proactively manage the care of 
those people with an enduring mental health problem and in contact with both primary health and secondary 
health care services and meet un-met health needs. This is, however, the tip of the clinical iceberg as those people 
with an enduring mental health problem known to services are not the greater proportion of people with an 
enduring mental health problem in society.
Having a mental health problem and associated unmet health need is linked to the frequency of contact with 
professionals. However, increased frequency of contact does not always mean that needs will be addressed. Barr 
(2000b) has investigated the characteristics of people with an enduring mental health problem who were 
periodically in contact with community mental health services. The study examined a research sample of 253 
community-based patients with a severe or enduring mental health problem. The sample was divided into those in 
contact with services and those not. Findings indicated that people with a psychosis were more likely to be in 
contact with services than those with neurosis, however the level of need, unmet health need and quality of life 
did not differ in relation to the service contact. This finding is very concerning as it indicates that being in contact 
with services does not really make a difference to unmet health need, suggesting that needs are not identified or 
even ignored. Barr (2000b) calls for improved training of general practitioners and practice nurses to ensure the 
needs of people with an enduring mental health problem are identified and met. Bebbigton et al (2003) also found 
that the severity of psychiatric symptoms, widi a contribution of social dysfunction, was a major determinant of 
contacting a primary care physician in relation to problems experienced.
Regional differences may also relate to unmet need. Within Wales, on-going projects such as Communities First are 
testament to regional differences in health and are closely linked to deprivation. As described earlier, the social 
drift theory of mental health (Goldberg and Morrison, 1963) is generally accepted and studies have demonstrated 
that there is an increased prevalence of mental health problems in lower socio-economic groups (Holzer et al, 
1986: Muntaner et al, 1998; Moser, 2001). However, the specific links between where a person lives, economic 
status, mental health status and prognosis is not always clear. Many studies conflict as with Kaplan et al (1987) 
who found that a poor socio-economic status was associated with the development of new episodes of mental 
health problems, whilst a recent meta-analysis by Lorant et al (2003) found that those with an enduring mental 
health problem in low socio-economic groups have a worse prognosis rather than an increased risk of a new 
episode. Indeed, the link between these phenomena and the higher levels of physical health problems is even less 
clear. The problems with this type of exploration may be finding a methodology that can look at multiple layers of 
factors. Dr Scott Weich and colleagues of the department of Psychiatry and Behavioural Sciences at the Royal 
Free and University College medical school, London, have led the field in the United Kingdom in examining the 
effect of various socio-economic factors on common mental health disorders. In a cross-sectional survey of 
8191adults (Weich et al, 2001), an independent association was found between regional income inequality and
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common mental disorders among those with the highest incomes within their region of residence. Weich et al 
(2001) hypothesised that their findings suggested that the most affluent individuals living in areas of the highest 
income inequality experienced worse psychosocial health and hence a lower quality of life. Seemingly, having a 
financial security was no guarantee in these areas of the United Kingdom. Weich et al (2003) also recently 
conducted a large study in England, Wales and Scotland (n = 4904 households) examining contextual risk factors 
for common mental disorders. Their conclusions revealed that the effect of the place of residence on mental 
health were greatest among those who are unemployed and hence more likely to spend more time at home. The 
research did not explain which came first; being economically inactive or developing the mental health problem. 
Also, it did not address how regional differences may affect health, or indeed, any link between developing an 
enduring mental health problem and a physical health problem. The study did conclude that there may be multiple 
pathways linking socioeconomic inequalities and ill health. In a similar later study by Skapinakis et al (2006) 
researchers proposed the hypothesis that individuals in lower socio-economic groups have an increased 
prevalence of common mental disorders. Their findings supported the view that apart from objective measures of 
socio-economic status, more subjective measures might equally be important. This is an important point relevant 
to this thesis, as one of the main sources of data are self-reports utilising the Welsh Health Survey 1998 (NAW, 
1999). Therefore, research questions, which may arise from this thesis, may need to be explored from an emic 
perspective.
One of the most important needs of a person with an enduring mental health problem is the condition itself. This 
should be a primary concern as its management has a direct bearing on everything else, in particular, met and 
unmet health need. Slade et al (2005) emphasised this in their research examining patient-rated mental health 
needs and quality of life improvement. The research team sampled 101 individuals in contact with mental health 
services and participants were asked to complete 6-monthly questionnaires assessing their quality of life and 
unmet physical health need. Results demonstrated that the level of unmet health need exerted a strong effect on 
the quality of life of the sample and this was highly significant when unmet health need was an on-going 
phenomenon. Slade et al (2005) proposed that meeting all unmet health needs would on average move half of the 
people they sampled toward a greater satisfaction with life. Therefore, in light of these findings, meeting the 
unmet health need of people with an enduring mental health problem, both physical and mental, should be a 
primary objective for mental health care provision. If one need cannot be met, then progress toward recovery in 
other areas will surely be problematic.
Whilst many studies have attempted to measure and report the unmet physical health needs of people with an 
enduring mental health problem, few have attempted to explain why this may have occurred. Among studies, 
which have sought a rationale for the problem, Jeste et al (1996) believe that there is insufficient awareness of co- 
morbidity in patients, caregivers, health care providers and researchers. Jeste et al (1996), examining the work of
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Dworkki (1994) and Patt et al (1994), suggested that patients with schizophrenia in particular may have a greater 
tolerance to pain than healthy subjects and that this deficit, combined with poor insight, may result in an under­ 
reporting of physical health problems. Whilst an interesting proposition, this conclusion must be researched 
further and at this time, treated with caution. The assumption that people with schizophrenia have a higher 
threshold of pain can have serious consequences and should not be accepted as generalisable evidence.
On the basis of evidence to date, if unmet needs are generally accepted as facts, surely a universal approach should 
be adopted to the problem. In other words, health care professionals should accept that people with enduring 
mental health problem will most probably have an unmet need, therefore a proactive screening approach should 
be adopted. Goldman (1999), in a paper examining medical illness in people with schizophrenia, quite simply 
states that the principal concern of practicing clinicians should be to diagnose and treat medical co-morbidity in 
individual patients considering that 50% of patients experience physical health problems. Goldman (1999) warns 
that a fragmented health care system, lack of access to care, patient inability to clearly appreciate or describe a 
medical problem and patient reluctance to discuss such problems all contribute to the lack of attention to medical 
problems with patients with schizophrenia. This observation is important. Even if proactive screening identify the 
needs, the system to address them has to be coordinated and specifically designed to take into account the nature 
of the enduring mental health problem itself. This is -where a whole systems approach is required to deal with the 
issues, not only in the health and social care organisations, but also society. Again, eliminating the stereotyped 
perceptions of mental illness is also key to success.
In summary, there is evidence that those in contact with primary and secondary health care may not be receiving 
the package of care required to enable all of their needs to be met. Returning to the review of the construct of 
health, there may be a number of internal and external factors at play specific to people with enduring mental 
health problems at play here, specifically the attitude of professionals even when a physical health risk is known. A 
key assumption emerges from this review; if there is evidence in the literature of unmet need, -why are health care 
professionals ignoring these problems? Are physical health problems seen as an inevitable outcome for people 
with an enduring mental health problem and thus are people experiencing mental health problems perceived as 
not worth the effort? If this is the case, it is a shocking indictment on current services in the NHS. The literature 
review has highlighted that interventions can -work and people with a mental health problem can improve their 
health. Health care professionals at the front line of care are the key change agents to improve this, distinctively 
the community mental health nurse and the general practitioner.
The role of the community mental health nurse and general practitioner in dealing with the 
physical health needs of people with an enduring mental health problem
The role of the community mental health nurse and general practitioner is pivotal to implementing health care 
strategies to improve the quality of life for their clients with an enduring mental health problem and has been
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stipulated as such in a number of strategic documents (Department of Health, 1998; 1999; NAW, 2001a). So too, 
the other roles within a primary care team which contribute to better health for the person, such as the practice 
nurse, district nurse, diabetic nurse, dentist, etc. However, there seems to be quite distinct demarcation lines 
between each profession, in particular the community mental health nurse, the general practitioner and the 
district nurse. As described in the introduction of this thesis, these boundaries have become more prevalent since 
the early 1990s and in some way they have suited professionals to stay in their 'comfort zone' of specialisation. 
Whilst it is important that each profession has expertise appropriate to help the person with a enduring mental 
health problem, it can sometimes create an artificial barrier to providing prompt attention, diminishing progress 
toward holistic care. This may lead to patients being referred elsewhere for quite simple physical health problems, 
despite the lead responsibility for care being with mental health services. For example, a person with treatable 
hypertension may be expected to attend their general practitioner clinic to have regular blood pressure checks, 
when the community mental health nurse is perfectly capable of monitoring this on their weekly visit. The irony in 
this is that mental health nurse training is based on a common generalist foundation for the first year, and even in 
their respective branch of education, a philosophy of 'physical, psychological and social' care is encouraged. Somehow, 
this philosophy changes once nurses work in practice, such as a community mental health teams, which 
strengthen the professional demarcation boundaries. Also, most nursing tends to drift toward a model of working 
they feel comfortable with, not necessarily the best for the patients they are providing care for. Kulbok and 
Baldwin (1992) have highlighted that nurses profess a history of concern for the wellness of the -whole person yet 
the dominant biomedical view of health continues to exert a strong influence on definitions of health behaviour 
and the context for promotion of health lifestyles. This will be re-visited later in this chapter in the discussion on 
socialisation.
Community mental health teams play a pivotal role in ensuring people with an enduring mental health problem 
receive a level of care and treatment appropriate to their needs. This is very much the core service they provide. In 
a major research study by the Sainsbury Centre for Mental Health (Onyett et al, 1994), examining community 
mental health teams, it was reported that people with enduring mental health problems represented 57.1% of 
teams' caseloads. In an all-Wales study, Carter et al (1997) reported that the average proportion of caseload time 
spent on clients with a serious mental illness was 67%. Community mental health nurses are thus providing the 
greater proportion of care for people with serious and enduring mental health problems known to services. The 
joint input and partnership of the community mental health nurse, community psychiatrist and general 
practitioner is crucial to ensuring this group of adults has an improved quality of life. Unfortunately, within the 
United Kingdom, the integration of the community mental health team into primary health care has not been 
uniform, resulting in this partnership being effective in many geographical areas, average in most and potentially 
sub-standard in a few. Research studies such as those by Carter et al (1997) have demonstrated this, highlighting 
the diversity of functions and nature of partnerships within different community mental health teams. Barker and
102
Jackson (1997) suggest that the focus of mental health nursing is narrowing at a time when nurses in other areas 
are widening their roles and responsibilities. Barker and Jackson call for more co-operation between mental health 
and primary health care. Gournay (1995), in a paper examining the international perspective the role of mental 
health nurses, noted that nurses were playing a central role as community based clinical case managers and were 
taking on board new skills in the more traditional areas of medication management, violence and substance 
misuse. Since Gournay's paper (1995), community mental health nurses have certainly maintained a central role 
and with the advent of nurse prescribing (NMC, 2002), the Care Programme Approach (Department of Health, 
1990b) and specialisation. Nurses have re-affirmed their important role with the community mental health team. 
In a survey of general practitioner surgeries in England and Wales (n = 200), Corney (1996) found increasing 
input from psychiatric nurses into those practices. For those general practices with specific links to mental health 
providers, there were greater levels of satisfaction and more referrals to mental health providers. Corney (1996) 
heeded a -warning within his conclusions though; increasing the treatment options to those with less severe mental 
health problems may reduce the services available to those with a severe mental health problem. This warning is 
one that dominates much discussion around the role of the nurse in community mental teams, as there is fear that 
developing the role too widely may draw resources from those with a more serious and enduring mental health 
need.
The direction in which community mental health nurses should develop their skills has been the subject of much 
debate over the last 15 years. There have been many debates on the role of the community mental health nurse 
within the community mental health team, specifically which groups of clients require the most intervention. 
Evidence has focused on the workload of the community mental health nurse and the shifting emphasis from 
working with long-term mental illness to the 'worried well'. A national survey of community mental health nurses 
by White (1990) reported a shift in focus toward increasing the workload in primary health care. In a later analysis, 
White (1993) demonstrated a negative correlation between primary health care originating referrals and referrals 
with long-term mental health problems. Whilst working in primary health care is important, its manifestation in 
practice has been using the community mental health nurse for minor mental health problems rather than 
preventing associated issues arising with severe mental health problems. Bowers (1997) has examined the non- 
psychotic caseloads of community mental health nurses (n = 30) and found that this type of client typically did 
not have a minor illness and usually had five years of contact with services. Their condition, according to Bowers 
(1997), caused significant burden not only for themselves, but their families together with a frequent risk of 
suicide. In an economic analysis of the role of the community mental health nurse in primary health care, Gournay 
and Brooking (1995) demonstrated that whilst community mental health nurse interventions with the less 
seriously mentally ill were beneficial (i.e. less absence from work) the cost per quality adjusted life year was several 
times more than with the seriously mentally ill. Gournay and Brooking (1995) concluded that there seemed little 
justification for community mental health nurses working in this area of care. Later, Gournay and Beadsmore
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(1995) advocated a continuing focus on serious mental illness and also a need to recognise physical health 
problems. The Department of Health (1994b) clearly recommended that the refocusing of care to meet the needs 
of the severely mentally ill service was an accepted requirement of community mental health nurses. The question 
arises of whether a shift of emphasis within caseloads toward caring for people with a less serious mental health 
problem had resulted in poorer outcomes for those with an enduring mental health problem. One of the key 
concerns arising from this debate is the message given to society that community mental health teams can deal 
•with all types of mental health problems. For example, in the discussion on definitions of mental health earlier, it 
was clear that around half of mental health problems are resolved in less than three months (Spijker et al, 2002). 
Most community mental health teams in Wales operate a singe point referral system. Therefore, if these teams are 
commissioned to deal with the "worried well5 in primary health care, the response to the problem may not be 
resource effective. Such problems should be dealt with in the general practitioners practice by a team of support 
staff, preferably not a psychiatrist. The added advantages include a reduction in stigma. For example, one would 
not want a mental health medical record, as would be generated through a community mental health team referral, 
for a mild anxiety problem. Thus, the case for community mental health teams focusing solely on those with more 
serious and enduring mental health problems is a strong one, but there has to be a recognition that health 
promotion work in primary health care is equally important.
Debate has also ensued on the supervisory role of the community mental health nurse since the introduction of 
changes in mental health law in the early 1990s (Department of Health, 1990b; 1994c; 1995a). The change in 
legislation followed two high profile homicides by people with enduring mental health problems, which led to a 
greater emphasis on supervision by nurses in the community. In summary, the legislation reinforced the 
requirements of Section 117 of the 1983 Mental Health Act (HMSO, 1983). Many nurses at the time, and still now 
today, perceive this very much as a 'policing' role with inherent dangers of destroying the trusting, therapeutic 
relationship between client and therapist. MIND (1995), at the time of the changes, highlighted that the legislation 
would cause tension between reduced resources and increased accountability. This would thus encourage distrust 
between the individual placed on supervisory orders and those statutorily charged with their care. Wells (1998), 
commenting on supervision and the therapeutic relationship, has stressed that community mental health nurses 
arguing against these changes may not have carried sufficient influence on this policy decision due to their role 
being determined locally. Wells (1998) is correct in this assumption; there is no nationally determined set of 
standards or role definition for the community mental health nurse. However, Wells (1998) has concluded that a 
positive by-product of the 1995 legislation is the provision of an opportunity to define a role for nurses working 
with people in the community setting, and has called for more research in this area.
The researcher supports the need to ensure community mental health nurses focus the greater proportion of their 
care on people with enduring mental health problems within a holistic model of care, particularly in light of the
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evidence previously presented in the review on mortality, morbidity and unmet health need, as well as the need for 
a different approach to minor mental health problems in primary health care. This view certainly does not negate 
the role of community mental health nurses working to promote mental health, but calls for dedicated rather than 
mixed caseloads. This indicates developing the skills of community mental health nurses, with caseloads that deal 
only with enduring mental health problems, focusing on people's physical as well as psychosocial problems. It is 
proposed that this would include regular health screening for known risk factors (i.e. hypertension), providing 
better information on health choices, actions to ensure the early identification of illness and dealing with disease 
itself in a manner that empowers the person to take responsibility for their health. This would be part of a 
renewed philosophy of care where the whole person is assessed and cared for, with excellent communication 
channels to others for more complex issues and will be revisited in light of the findings of this thesis. Within the 
United Kingdom, there are some areas where mental health nurses are already beginning to develop their skills in 
dealing with the physical health of those with a mental health problem but much of this has gone unreported, 
although a few programmes have; for example, McKeown and Colman (2006). There has been a lack of an 
overarching strategy to pull this good work together. Enhancing the general health care skills of mental health 
nurses is key to this proposition. A case in point is when a person with a mental health problem develops diabetes. 
Clearly, their initial treatment plan needs to be established by an endocrinologist, however there is no logical 
reason why the mental health nurse cannot undertake the aftercare. For the patient this would be a first class 
service as the health promotion advice he or she receives is from the professional who understands them best, and 
of paramount importance, can get the best out of the person in terms of motivation and concordance with 
treatment. Unfortunately, many of the core basic nursing skills of mental health nursing have been eroded as other 
skills have been developed. However, the development of these other skills has been identified as needing 
improvement as -well. Devane et al (1998) conducted an empirical analysis of the clinical skills of community 
mental health nurses and found significantly better general therapy skills than cognitive therapy technical skills 
with clients experiencing an enduring mental health problem and their families. They concluded that the findings 
provided an important case for further teaching, skills training and clinical supervision. Gournay (1995) had 
similarly called for more skills training to enhance the role of the community mental health nurse. It is important 
that such skills are developed within a philosophy of care that can act as a framework to give meaning to the 
enhanced interactions and predictability to the outcomes.
Other nurses in primary care (district nurses, health visitors, district nurses) also require skills-based training to 
ensure they can recognise mental health problems and provide initial interventions and evidence suggests that 
problems do exist in general nursing care. Brinn (2000) has conducted an evaluation of the emotional reactions 
and expectations of 64 nurses in a general hospital to vignettes describing patients with unstable diabetes and co- 
morbid psychiatric diagnosis. Some nurses were fearful of patients and wary of unpredictable behaviour. Those 
more able to deal with the scenario had more exposure to mental health problems in their training. This suggests
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that perhaps regular crossover working between services is helpful to maintain a more holistic philosophy of care. 
A recent study by Haddad et al (2005) of District Nurses* involvement and attitudes to mental health problems 
revealed that despite identifying a 16% prevalence of mental health problems on their caseload, 75% of 
participants had received no training in the past five years. Haddad et al (2005) conclude that they found that staff 
were willing to develop their skills pertinent to the psychological care of their caseload. Mental health nurses, and 
psychiatrists, are also prone to attitudinal problems based on previous experience. The great pity here is that the 
new curriculum for nursing training since the early 1990's (Project 2000) has provided a common foundation 
element whereby core holistic knowledge and skills (physical, psychological and social) are assessed to create a 
more holistic preparation for practice. Thus, a mental health nurse should be able to deal with basic physical 
health problems and an adult nurse should be able to identify the early onset of mental health problems and 
provide a basic level of psychological support. Regrettably, somewhere in the socialisation of the student nurse at 
the practice level, these skills are lost and professional boundaries are reinforced. In a qualitative study by 
Rungapadiachy et al (2004) examining the perception of mental health student nurses of their future role, 
concerns emerged. One such concern included students observing poor role models in practice, which could have 
had a negative impact on future perceptions of their role. Similarly, Maben and Clark (2006) have examined 
student transition to qualification, focusing upon the impact of the professional-bureaucratic 'work conflict 
experienced by newly qualified nurses. Their longitudinal study of three educational institutions within the United 
Kingdom concluded that ahhough new nurses emerge from their programmes with a strong set of nursing values, 
a number of professional and organisational factors had effectively 'sabotaged implementation'. This included 
nurses obeying covert rules, receiving a lack of support and working with poor nursing role models. Mackintosh 
(2006) examined the socialisation of pre-registration student nurses in a longitudinal qualitative descriptive study 
and results suggested that there was a loss of idealism about care within nursing. This was linked to increased 
abilities to cope widi the role. Thus, socialisation of nurses may be perpetuating the demarcation of professional 
boundaries and stifling developments in practice. Unfortunately, this may be a contributory factor in the 
development of physical health problems in those with an enduring mental health problem and is worthy of 
further research.
To ensure that the holistic role of the nurse in caring, whether in the community mental health team, the Accident 
and Emergency Department or general practice setting, it will require investment in the socialisation of newly 
qualified nurses within their first year of qualification and a reinforcement of the values they have been taught 
•with those more experienced within the team. This may set the scene for modernising the way people are cared 
for with an enduring mental health problem who frequendy visit many and varied parts of the NHS system. 
Evidently, the current system is certainly not affording better health for people with an enduring mental health 
problem, or significantly is it preventing poor physical health from the onset of the mental health problem. More 
research is required in this area and a re-examination of the current role of the mental health nurse. At the very
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least, an examination of the obstacles in place to defining the role that mental health nurses was educated for. 
Hamblet (2000) has conducted a literature review of the obstacles in place to defining the primary function of the 
mental health nurse and concludes that there has been a long history of paradigm shifts within psychiatry. This is a 
valid observation by Hamblet (2000) and diis thesis has eluded to these shifts; from custodial to independent 
settings in the 1970s, 1980s and 1990s, a movement from a predominant medical model to nurses leading 
therapeutic interventions and from mental health care to mental health promotion. Hamblet (2000) notes that 
such paradigm shifts are somehow an obstacle to defining the role of the mental health nurse. This is a great pity 
for the profession, as in many respects these shifts could have been a catalyst for changes. In all of these changes, 
the reinforcement of an holistic approach would have been of great value.
Current government thinking may change all this and enforce a new type of role within primary health care; the 
family nurse. A recent working document Modernising Nursing Careers — setting the direction (DoH, 2006a) is 
promoting the development of a flexible nursing workforce, with the ability to move between care groups and 
settings, as a priority. In the next few years the United Kingdom may see the evolution of a new breed of nurse 
who will have a mixed caseload and a range of core skills to deliver holistic care. Such roles already exist, such as 
Family Nurse practitioners in the United States, however advanced nurse practice also runs alongside the role. The 
researcher hopes that any new models for nursing practice within the United Kingdom can also have a similar mix 
of generalist and specialist practitioners in mental health, and have a positive influence on the physical health of 
people with an enduring mental health problem.
The general practitioner is also pivotal to the care of the person with an enduring mental health problem, for both 
psychological and physical health. Shared care •was described earlier (Hickman et al, 1994) and is applicable to 
those people who live in the community and are under the joint care of the general practitioner and psychiatrist. 
From 1994, the new general medical services contract was introduced in the United Kingdom, which provided an 
important impetus for shared care. The contract explicitly empowered primary health care to be responsible for 
the provision of physical healthcare for people with serious and enduring mental health problems and it also 
emphasised the need for effective communication with and within the community mental health team. The 
contract also contains a range of quality indicators (British Medical Association, 2004) including the need to 
register people with a severe and enduring mental health problem, to demonstrate that 90% of patients have had a 
review recorded within the previous 15 months, and also to demonstrate that the records of 90% on lithium 
therapy have had their blood levels checked in the last 6 months. This type of approach is admirable as it offers 
incentives for dealing with the physical health needs, however, this is still relatively new as an approach to improve 
the performance of the general practitioner and more research is required to measure its effect on the health of 
people with an enduring mental health problem. As always in health care, practice does not necessarily follow the 
theory. Bindman et al (1997) have previously found that psychiatric services do not communicate effectively with
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general practitioners about patients with a severe mental health problem. General practitioners did not perceive 
themselves as being involved in the psychiatric care of patients. This has been recognised in the NHS and 
currently the general Medical Services Contract for general practitioners (British Medical Association, 2006) includes 
quality indicators for mental health. For example, quality indicator MH8 asks each practice to ensure that patients 
with schizophrenia, bipolar disorder and other psychosis are reviewed every fifteen months. Within this review it 
is expected that the general practitioner will offer general health promotion advice. These are promising signs that 
there is a focus on the physical health of people with an enduring mental health problem, but certainly not a 
guarantee; only time will reveal the impact.
A number of studies have examined the work of the general practitioner in relation to the care of people with an 
enduring mental health problem, some of which -were alluded to earlier in this literature review. In an evaluation 
of models working at the interface between mental health services and primary health care, Gask et al (1997) 
conclude that referrals to secondary care for an enduring mental health problem should be limited to those most 
in need of this level of expertise. Researchers stress that general practitioner management skills should then 
improve, so leading to a better quality of life for patients who are not referred (Gask et al, 1997). In a later study 
of the same topic area, Beecroft et al (2001) explored •whether patients received better treatment and care if they 
attended their general practitioner, community mental health team or both. In a research sample of 309 people 
with psychosis it was revealed that patients who saw their general practitioner in the previous six months were 
more likely to be satisfied with the amount and type of service provided for their physical health and only 7% 
reported unmet health need. Additional contact with the community mental health team (any member) did not 
affect this reporting. Beecroft et al (2001) conclude that all patients with a psychotic disorder should be registered 
with their general practitioner and there is a strong argument for a routine annual health review. In light of this 
report it would seem prudent to ensure those people known to mental health services such as community mental 
health teams should be proactively managing regular medical reviews of their clients with their general 
practitioner, in addition to promoting good health in their own practice.
Whilst there seems to be some sort of strategy for ensuring general practitioners care for people with the most 
serious types of mental health problems, the same cannot be said for those with a more minor mental health 
problem. People with these types of problems, for example, phobias, anxiety, panic attacks and stress, are often 
frequent attendees at the general practitioner surgery, and if the symptoms persist can equally lead to disability and 
physical health problems. Quite often this type of problem is viewed as possibly 'wasting the doctors time' and 
there is a real concern that the 'worried well' are the next serious and enduring mental health problem. In a study 
by Brown et al (2005) a cross-sectional analysis of 196 people who referred themselves to community workshops 
revealed that 70% of the sample experienced significant psychological problems, demonstrating the extent to 
which there is undetected mental health problems in the population. As alluded to earlier, this group of people
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requites a service at the core of primary health care, not necessarily a psychiatrist, and should be viewed as a 
totally separate commissioning issue than enduring mental health problems.
Evidence to date has highlighted that people with an enduring mental health problems are at a higher risk of 
physical ill-health (Brown, 1997; McCreadie, 2003). Alarmingly, the risk factors are well documented in some cases 
but the need is not met (Kendrick et al, 1994; Greening, 2005). The partnership between the community mental 
health team and primary health team is crucial to the promotion of better health for people with an enduring 
mental health problem. The role of the community mental health nurse must become more specialised with 
designated caseloads where general health promotion is of equal importance as mental health promotion. Most 
importantly, the general practitioner and community mental health nurse should form a close partnership for the 
benefit of all their clients with an enduring mental health problem, working together on care management 
problems and attending joint training. This aspect of partnership has been highlighted in Modernising Mental Health 
Services (Department of Health, 1998) where it was proposed that the new primary health care groups would focus 
on health promotion, mental health problem prevention and early intervention. This document applied to Wales 
as well as England. However, this type of development requires new skills and the authors suggested that 
education programmes such as the Thorn Training Initiative need to be developed across the United Kingdom. The 
Thorn Training Initiative, originated in 1992 by Brooker et al (1994), educates community mental health nurses in 
psychosocial intervention for people with severe mental health problems and examines various health belief 
models. Within a survey by O'Caroll et al (2004) it was noted that the initiative had expanded across both England 
and Wales to thirteen centres. With a focused approach such as the Thorn Training Initiative, professionals can make 
the difference and ensure that a diagnosis of severe mental health problems does not put that person at a 
significant risk of developing a physical health problem also. For example, part of the training is about effective 
medication management and assessment. Surprisingly, this shift of specialised intervention is not one that is 
opposed by general practitioners or psychiatrists either. In a research study by Badger and Nolan (1999) of general 
practitioners' perception of community psychiatric nurses working in primary health care, results have suggested 
that the role of the community mental health nurse is viewed favourably. Therefore, developing this role further 
could have significant improvements to primary health care for people with an enduring mental health problem.
There is a crucial question facing community mental health teams; can mental health nursing make the change to 
improve care? To expand roles, gain new skills and reinforce an holistic approach to treatment and care, 
fundamental changes in working practices will be needed, similar to the way general nursing has changed through 
the development of clinical nurse specialists and nurse practitioners. However, the working environment needs to 
improve to support the changes required, specifically having a manageable caseload. Edwards et al (2001) 
examined the stress levels of community mental health nurses across Wales (n = 301). The response rate was 49% 
and respondents indicated that they were most stressed trying to maintain a good quality service in the midst of
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long waiting lists, poor resources and interruptions. Edwards et al (2001) conclude that there is a need to create a 
supportive environment for professionals working with severe mental health problems and rehabilitation. One 
must not draw generalisable conclusions from this however, as there are many examples throughout the United 
Kingdom of mental health nursing teams who despite pressures of work, have prevailing core values of providing 
holistic care. Graham (2001) conducted a phenomenological study of the 'craft' of mental health nursing in a 
mental health resource centre in England and found that the meaning of nursing to those participating was that of 
holism, relationship building, partnership and empowerment. All these attributes are invaluable in developing a 
philosophy of care where the physical health needs of people with an enduring mental health problem are of equal 
importance, as the mental health needs. Relationship building, partnership and empowerment are essential 
elements of promoting better health and motivational work to encourage self-help in relation to the persons 
physical health needs. Perhaps revisiting the core values of mental health nursing is the impetus required to make 
a change.
In relation to specific chronic health diseases, Gough and Peveler (2004) call for effective multi-disciplinary 
working to reduce the burden of diabetes in schi2ophrenia. In their review of evidence, Gough and Peveler (2004) 
recommended that psychiatrists should be responsible for health screening and diabetic risk management, -whilst 
primary health care physicians should be responsible for managing the diabetes. Early detection of type II diabetes 
cannot only slow the progression, but reverse some of its effects. Gough and Peveler (2004) suggest that health 
screening the whole population would be costly and impractical, but screening high-risk adults would be better. 
These include people with an enduring mental health problem over 40 years old (25 years for Black, Asian and 
ethnic minority groups), first-degree relative with diabetes, the overweight and people with a sedentary lifestyle, 
ischaemic heart disease, cerebrovascular disease, peripheral vascular disease or hypertension. This evidence 
highlights the need for more sophisticated, but reasonably quick, risk assessment tools in the secondary and 
primary care setting however there are no studies which present robust data on which to build a valid and reliable 
instalment. This thesis aims to build such an instrument, albeit a prototype Rapid Risk Assessment Filter, based 
on the evidence collected in the Welsh Health Survey 1998 (NAW, 1999).
Multi-disciplinary working in the manner suggested by Gough and Peveler (2004) can also create opportunities for 
members to create and expand their roles. For community mental health nurses, the development of their roles 
locally and across the United Kingdom provides an opportunity to extend their skills toward heath promotion. 
One such area for development is gaining more skills in dietary advice and Sullivan and Tucker (1999) have 
suggested that nutrition is an aspect of care where the nurse can make a difference. Sullivan, a specialist dietician 
in mental health, highlighted that all too often the need for nutrition and diet is not included in patients care plans 
and is therefore ignored. Tucker points to the lack of resources for specialist advice in mental health settings with 
a reported one dietician per 500 psychiatric in-patients observed, compared to one dietician per 100 general
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hospital patients. Sullivan and Tucker (1999) argue that the need for nutritional intervention is greater in 
psychiatric hospitals as the referral rates are more frequent there and suggest that nurses, both in the hospital and 
community, play a pivotal role in meeting the health needs of patients. Sullivan and Tucker (1999) have certainly 
raised a key point in their paper, one that many may have ignored over the years. The lack of literature is 
testament to that. Mental health service provision requires not only the involvement of psychologists, 
occupational therapists and social workers but also the whole plethora of specialties afforded people elsewhere in 
the system. Invariably, nutrition can be viewed as a key element of any successful care plan to promote recovery, 
for both mental health and non-mental health problems. In light of the evidence around weight-gain and 
antipsychotic treatment it is essential.
Within Wales, there has been a tentative move toward the expansion of skills through the appointment of a few 
nurse consultants in the mental health services, as well as the development of the concept of nurse prescribing. 
However, the general development of specialist roles, which focus on the physical needs of people with an 
enduring mental health problem, have not emerged. Torn and McNichol (1996) examined whether a mental 
health nurse could be a nurse practitioner through a postal survey of 130 Royal College of Nursing qualified nurse 
practitioners (general nursing). Forty-seven questionnaires -were returned, which is a relatively poor response rate 
(36%). However, the results revealed some alarming findings with 80% of respondents not feeling adequately 
equipped to assess enduring mental health problems in their clients, despite almost one third of their caseloads 
having mental health issues as their primary problem. Seventy-eight percent supported the need for a mental 
health practitioner. Torn and McNichol (1996) noted that if the role of a mental health nurse practitioner develops 
it needs to be clearly differentiated from both a clinical nurse specialist and community mental healdi nurse. The 
vision would be a generalist, dealing with undifferentiated mental health problems through a direct access clinic. 
This new role would work in the primary health care setting, releasing the general practitioner to concentrate on 
the physical aspects of care, similar to the shared care philosophy. Torn and McNichol's (1996) paper offers a 
useful glimpse into how roles need to change to cope with the ever increasing diversity of problems presenting in 
primary health, and the potential for community mental health nurses to change their roles to ensure the holistic 
needs of the person with an enduring mental health problem are met. However, one is mindful of where this new 
role should be placed if it is predominantly working with the 'worried well', as discussed earlier.
The continuing evolution of the role of the community mental health nurse is vital to maintaining a quality service 
for people with an enduring mental health problem. An evolving role will also strengthen nurses in the health 
market as they are often viewed as an expensive resource, compared to less qualified, but trained, mental health 
workers who seemingly may achieve similar outcomes. Practice nurses are already expanding their role and taking 
on skills normally performed by the community mental health nurse, such as depot injections. Burns et al (1998) 
have evaluated the administration of depot antipsychotic to 278 patients by practice nurses and found they were
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more diligent than general practitioners in their assessment and there was no impact on treatment patterns or 
clinical outcomes. In a national survey of 1500 practice nurses by Gray et al (1999), and their involvement in 
mental health interventions, it was found that they play a significant role in the assessment and treatment of 
mental health problems. However, Gray et al (1999) have noted that the side effects of antipsychotic medication 
were infrequently monitored and the practice nurses' understanding of treatment issues in depression was poor. 
Whilst practice nurses could be utilised to support the community mental health team, it will still be essential to 
have community mental health nurses as key workers responsible for overall care. Hannigan (1997) has previously 
commented that the literature suggests that whilst the expanding role of the community mental health nurse has 
been unplanned in the United Kingdom, there is a future role for nurses in the primary health care team. The on­ 
going support from general practitioners is also influential.
Over the next few years there is little doubt that the community mental health care team will re-shape and 
modernise itself into various models of practice and this literature review has provided a glimpse into the 
problems currently experienced together with new roles required to improve treatment and care. Whatever 
evolution takes place it will be fundamental that the team remains patient-centred and adopts both generalist and 
specialist roles to address the holistic needs of clients. It is envisaged that the evidence collected in this thesis, and 
recommendations in light of the findings, may provide a way forward in Wales in shaping that agenda. Returning 
to the argument presented in the introduction of this thesis, there is a need to provide a clear direction to 
community mental health teams with regard to the holistic treatment and care of people with an enduring mental 
health problem. The focus in Wales at present is the treatment, care and prevention of mental health problems, 
however it is mainly health and social care driven. Other factors, •which may affect the persons general health, are 
seemingly the responsibility of other components of society. Future modernisation of roles within community 
mental health teams not only need the specialist knowledge to deal with the enduring mental health problems but 
also preventative -work across a range of services for both mental and physical health. This also needs specific 
local data to help target resources appropriately, which is a proposed objective of this thesis. In addition, a 
renewed partnership arrangement between primary and secondary care should be fostered, and indeed, quality 
assured.
Recent advances in the area of medical co-morbidity in the United Kingdom
During the course of the thesis the researcher has regularly kept abreast of developments in the area specific to 
the physical health of people with an enduring mental health problem. Whilst there have been sporadic attempts 
to raise the issue of physical health problems in those with an enduring mental health problem through large 
mortality research studies and smaller morbidity research studies, as presented in this literature review, there has 
been a real attempt made to synthesis the literature by the Disability Rights Commission (DRC). The Commission 
has sponsored a number of senior researchers in the United Kingdom to investigate the health inequalities 
experienced by people with learning disabilities and mental health problems. The Equal Treatment investigation
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(DRC, 2004; 2006) was led by barrister Dr David Wolfe, who chaired the inquiry panel. The DRC cited its reason 
for launching such an enquiry as being the overwhelming weight of evidence pointing toward disparities in health 
outcomes. The DRC aimed to reveal the evidence and propose practical approaches to reducing inequality and 
inequity at the primary health care level. To achieve this, the DRC used a variety of methods including 
questionnaires, focus groups, in-depth area research studies, analysis of general practitioner databases and 
statistics, a formal inquiry panel and road show events. The beginning of the project commenced with an evidence 
paper (DRC, 2004) in which a number of key findings were highlighted, including that people with learning 
disabilities and long-term mental health problems have generally worse health problems than other people and 
mortality rates for people with schizophrenia and manic depression were higher than the general population. The 
DRC suggest that good communication and a more proactive approach in general practitioner consultations 
would be beneficial, and called for more training in primary healdi care. In many respects, organisations working 
with learning disability are leading the way and mental health services can learn much from their approach. The 
work of the DRC is very welcome and the researcher has been contacted by the commission via the NAW. The 
preliminary findings by Richards et al (2005) have been shared with the DRC.
Among the research commissioned by the DRC was a study by Hippisley-Cox and Pringle (2005), which 
examined the healdi inequalities experienced by people with schizophrenia and manic depression. Hippisley-Cox 
and Pringle (2005) analysed the clinical records of 1.7 million people registered with 242 general practices which 
contributed to an aggregated database. Within the research study, 3,726 patients with a recorded diagnosis of 
schizophrenia were identified, making this one of the largest samples of its kind internationally for this mental 
health problem. This revealed a prevalence of 2.23 per 1000 population, as -well as 2,597 people identified with 
manic depression presenting a prevalence of 1.56 per 1000 population. Both conditions -were more common in 
the middle-aged. Obesity was identified in 33% of people with schizophrenia and 30% in those with a manic 
depression, compared to 21% in the general population. Smoking was also highly prevalent with an alarming 61% 
of people with schizophrenia and 46% of people with manic depression reporting that they had smoked. The 
prevalence of disease was also explored and ischaemic heart disease, stroke, hypertension, epilepsy and diabetes 
were all found to be more prevalent dian amongst die general population, reflecting similar findings in a number 
of previous research studies. In relation to inequalities of service utilisation, Hippisley-Cox and Pringle (2005) 
presented concerning evidence of unmet health need in the population. Women with schizophrenia were less 
likely to have had a cervical smear in die previous five years; 63% compared to the remaining population (73%). 
Interestingly, diis inequality was not found in people with bi-polar disorder. In conclusion, Hippisley-Cox and 
Pringle (2005) noted that whilst there was evidence of inequalities in health need, risk and health promotion, 
overall there was little evidence of substantially lower levels of disease intervention or disease control in co- 
morbidities for those with an enduring mental health problem. For example, for those with a severe mental health 
problem, recorded smoking cessation advice was greater when compared to smokers in the general population.
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These findings present promising improvements toward better treatment for people with schizophrenia, although 
disease prevention requires more attention. The findings also reveal similar conclusions to previous research such 
as Kendrick (1996), Brown (1997), Brown et al (1999) and McCreadie (2003). Whilst essential and useful, the 
study is certainly not generalisable to other mental health problems such as depression or anxiety, and it is unclear 
how this is related to Wales. The uniqueness of this thesis is that it has examined people in the community 
experiencing more common mental healdi problems and has the ability to stratify data by a number of health 
conditions and independent variables.
The search of the National Research Register yielded 28 research studies, which met the inclusion criteria for the 
literature review, and 15 research studies had commenced in the last three years. This analysis provided a good 
snapshot of what is currently being studied within the United Kingdom. Some of the research studies were not 
complete, and many not published. Two researchers, Professor Robin McCreadie, Consultant Psychiatrist in 
Scotland and Dr Christine Wright of the University College, London are certainly leading the field in exploring the 
relationship between the health of people with an enduring mental health problem and cardiovascular disease., as 
well as work by Dr David Osborn. McCreadie is taking forward three main research studies at present, building on 
his previous work (McCreadie 2002 and 2003). McCreadie is investigating the hypothesis of whether genes can be 
identified •which influence the susceptibility or symptoms of psychosis and treatment response and whether the 
physical health of people with psychosis can relate to categorical diagnosis. The project is on-going and offers an 
exciting new direction in research as it focuses more on the biological causes than social causes of inequalities and 
inequities in health among those with an enduring mental health problem. Wright has commenced two research 
studies focusing on cardiovascular health screening techniques for people with enduring mental health problems. 
The first research study, commenced in 2004 and is still on-going, is investigating the views and opinions of 
service users and health care staff about the provision of health screening for cardiovascular risk factors in people 
with an enduring mental health problem. The second research study, commenced in 2005 and yet to be 
completed, is examining the intervention of a proactive nurse facilitator to increase the rates of cardiovascular 
heart disease health screening uptake and referral rates for risk reduction strategies. Wright hopes that this work 
may lead to major clinical trials of complex interventions to improve the prevalences of cardiovascular heart 
disease in people with enduring mental health problems. Other researchers are also focusing on cardiovascular 
heart disease including Dr David Osborne, the Royal Free and University College Medical School, and Dr Isabel 
Ellory of the Countess of Chester Hospital. Other research studies currently on-going in the United Kingdom at 
present also include an investigation into access to primary health care by Dr Chiara Samele, the Sainsbury Centre 
for Mental Health. Interestingly, very few nurses are leading any major research into this area of health and health 
care, even though they are the principal caregivers. This may be indicative of a either a medically-led service, a lack 
of support within nursing for research or perhaps both.
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Overall, there are promising signs that research is now moving in a direction to highlight the plight of people with 
mental health problems and test practical solutions to health promotion and disease prevention, specifically 
cardiovascular heart disease. However, there are gaps in knowledge including the relationship between the 
development of physical health problems and socioeconomic factors, the relationship between physical and 
mental health, the extent of morbidity across a range of conditions, the specific strategies to identify problems and 
promote better healdi and the effectiveness of current models of care required. Wales requires robust data to 
provide a targeted response within a holistic model of care. The literature review for this thesis has been essential 
to increase the researcher's knowledge base on the physical health and ill-health of people with an enduring 
mental health problem, and formulate ideas regarding potential improvements required to improve peoples' 
quality of life. It has also supported the researcher's synthesis of evidence and ideas into a theoretical basis for 
conducting the research within this thesis.
115
Conclusion and summary to the literature review
The literature review was conducted following a systematic plan to examine key words in light of the research 
objectives and argument presented in the background to this thesis. The review encompassed a wide range of 
sources and several themes have emerged;
1. Two theories which attempt to explain health relate well to explaining why people with an enduring 
mental healdi problem develop a physical health problem, those being that health is the physical and 
mental fitness to do socially defined tasks and that health is a personal strength or ability.
2. Approaches to promoting health, based on three main theories identified by Seedhouse (2001), have been 
useful in helping the researcher to understand ways in which physical health problems may develop in 
people with an enduring mental health problem and potential solutions to preventing ill-health.
3. Society has attempted to define mental health problems but cannot agree on a single definition. The 
broad definition used within the Welsh Health Survey 1998 (NAW, 1999) may be equally as valid as one 
with complex criteria.
4. The reciprocal relationship between mental health and physical health is not fully understood and requires 
further research.
5. Many studies have presented the mortality and morbidity rates of people with an enduring mental health 
problem •which highlight that there is more physical ill-health in this group. However, these studies have 
tended to focus on psychosis rather than common mental health problems and have not attempted to 
explore the construct of that ill-health in great depth. Little research, if any, exists to describe and explain 
the physical health problems of people in Wales.
6. Lifestyle factors have been researched as being highly influential in the development of physical health 
problems in diose with an enduring mental healdi problem, but the more robust of these studies have 
been conducted with single diagnostic groups such as schizophrenia and bi-polar disorder.
7. Factors such as smoking, diet, obesity and side-effects of psychotropic medication have been identified as 
increasing risk, as well as social circumstances including poverty and unemployment.
8. It is not clear which of these factors may be causal
9. Healdi promotion and education has been evaluated as successful in groups of people with an enduring 
mental health problem but there is little evidence that there are specific strategies available throughout the 
United Kingdom.
10. Implementation of good practice in this area is highly fragmented leading to evidence that there is unmet 
health need for people with an enduring mental health problem, as revealed recently by the report Equal 
Treatment: Closing the gap (DRC, 2006).
11. Primary health care is well placed to make a difference to the physical health of people with an enduring 
mental health problem, however there is a lack of co-ordination between key professionals and often 
professional boundaries delay early and on-going intervention. Further development of the role of die 
mental health nurse may improve this.
The papers, reports and policies discussed and analysed within the literature review have assisted the researcher in 
synthesising the evidence, not only into key themes but also specifically to each of the research objectives. It has 
also supported the formulation of specific research questions. The following paragraphs summarise the review in 
relation to the four research objectives, leading to the specific research questions for this thesis.
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Research objective 1: explore and understand the context in which adults with an enduring 
mental health problem in Wales develop physical health problems through building, and 
refining, a conceptual framework
The amount of research available specific to Wales and the context in which those with enduring mental health 
problems develop a physical health problem is very low. The latest report from the DRC, Equal Treatment: Closing 
the gap (DRC, 2006), did target Wales in its recommendations, however, its evidence was mainly based on a study 
of schizophrenia and bi-polar disorder and no specific regional data were presented for the principality. A highly 
specific study by Skapinakis et al (2005) of mental health inequalities in Wales and the multi-level investigation of 
the effect of area deprivation found a link between higher area deprivation scores and higher scores on a mental 
health index, but unfortunately did not explore participant's physical health problems. Qualitative research of 
stigma by Prior et al (2003) was also specific to Wales and interesting in light of the proposed conceptual 
framework. It concluded that members of the lay public have markedly different perceptions from health 
professionals of what constitutes a mild to moderate psychiatric problem and non-disclosure should be viewed 
more accurately as a problem of alternative taxonomic systems than a fear of stigma. Some research examined 
England and Wales together as one large sample (Corney, 1996; Hippisley-Cox and Pringle, 2005; Meltzer, 1995a; 
Moser, 2001; Singleton et al, 1998). Such studies did not consider the specific regional differences in the culture 
and socio-economic factors and their relationship to healdi, albeit interesting as they are to this diesis. Thus, there 
are very few studies, which seem to explain the specific context within Wales. However, within the literature 
review there were a number of studies, which were useful in shaping an initial draft of a conceptual framework to 
help synthesise and summarise evidence into a model, which could be revisited in light of the findings widiin this 
thesis. The importance of developing a conceptual framework within this thesis is threefold; firstly, it helps the 
researcher in framing his synthesis of information gathered. Secondly, it may provide a simple model to influence 
the philosophy of care in diis practice and finally, it may inform strategic drinking on the way in which services 
should adapt to meet the physical health needs of people with an enduring mental health problem.
The conceptual framework presented in Figure 8 (page 120) attempts to document the notion that die path from 
being well to physically un-well may be different if one has an enduring mental health problem. There may be a 
range of factors which negatively impact on the physical health of people with enduring mental health problems, 
which give rise to increased health problems and poorer outcomes. A person with an enduring mental health 
problem may be more prone to follow a route through the left hand side of die conceptual framework. The 
central pathway within the framework begins with a person feeling well and this may be influenced positively or 
negatively by external and internal factors. The literature review identified external and internal influences to the 
conceptual framework. For external influences, the following areas were added to the conceptual framework;
1. Employment, income and socioeconomic (Holzer et al, 1986; Moser, 2001; Fryers et al, 2003; Morris et 
al, 1994: Weich et al 2003)
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2. Health education (Goldman, 1999; Schraeder, 1997; Maben and Clarke, 1995)
3. Understanding by health professionals (Koran et al, 1989; Bass et al, 2002)
4. Exdusion (Sayce, 1998; SCMH, 2002; Leavey et al, 2002; Prior et al, 2003)
Employment is very much linked to the income, which was added initially into the frame-work. It is intended to 
explore the socio-economic data collated in the Welsh Health Survey 1998 (NAW, 1999) and revisits this later in the 
discussion of the findings. For internal influences, the following were incorporated within the conceptual 
framework;
1. Severity of die illness (Charlwood et al 1999; Ruschena et al, 1998)
2. Gender (Pitcher et al, 1995; Baxter, 1996)
3. Age (Oslin et al, 2002; Braam et al, 2005)
4. Lifestyle; smoking (Casadebaig et al, 1997; McCreadie, 2003; Hippisley-Cox and Pringle, 2005) and diet 
	(Peet and Edwards, 1997; McCreadie et al, 1998)
5. Apathy and motivation (Marin, 1990; Tattan and Creed, 2001; van Reekum, 2005)
6. Long-term psychotropic medication (Arranz et al, 2004; Meaney et al, 2004; Zhang et al, 2004)
The severity of an enduring mental health problem is a highly influential factor in determining the personal 
motivation levels of an individual to act upon dieir symptoms of physical health problems. Having a severe mental 
health problem can make the person very disabled in dieir activities of daily living, specifically where there is a 
significant disturbance of thought processes and mood.
The central pathway within the framework begins with a person feeling well, or as Seedhouse (2001) highlights in 
his discussions on dieories of health, an ideal state of health. However, the ideal state dieory of health may not be 
achievable for many people in society, widi or without a mental health problem, and the researcher is drawn more 
toward a notion that for people with an enduring mental health problem its more to do with the ability to perform 
socialised tasks and personal empowerment. For example, die person may have acute breathlessness as part of the 
condition emphysema, however dieir perception of it being a problem is more to do with an inability to walk to 
the local shop than perhaps jogging for leisure. Following timely and appropriate treatment, the return to a state 
of being physically well is a regaining of the ability to visit the local shop, even though diey may still be suffering 
from emphysema and occasionally breadiless. This may be the greatest gain to the person's health. Therefore, the 
persons perception of their own ideal state of healdi may be far different dian odiers, and this is something worthy 
of further exploration.
Of course, die potential for the person receiving timely and appropriate treatment in the conceptual framework 
may be adversely affected by die internal and external factors identified in the literature review. Thus, when the 
first signs of physical healtii problem occur these may be ignored due to the apathetic nature of an individual's 
mental health problem. If signs are recognised, getting access to the individual's general practitioner may be 
affected by motivational levels, income, loneliness and attitudes of odiers. If die person with an enduring mental
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health problem, experiencing signs of a physical health problem, actually makes contact with healthcare 
professionals the external factors may still affect progress. For example, the health professional may have a 
stereotypical view of mental health problems and may feel that the person is over-exaggerating the symptoms they 
are reporting. This may lead to ignorance or a wrong diagnosis being made. Once a diagnosis is made, as Parsons 
(1951; 1981) expounds, the person with a physical health problem is usually expected to comply with 
interventions. This was previously described in Seedhouse's analysis (2001) that health is the physical and mental 
fitness to do socialised daily tasks. Where those with an enduring mental health problem are preoccupied with 
their thoughts and feelings, and where motivational levels are low, the ability to comply with interventions may be 
significantly reduced. Unfortunately, the training and preparation of many health professionals may be seriously 
lacking to understand and deal with this and within this conceptual framework these attitudes may affect the 
pathway adversely. Even if the person with an enduring mental health problem reaches the stage where their 
physical symptoms have been acted upon, with a diagnosis made and treatment prescribed, the maintenance of 
good physical health during a chronic physical health problem may be problematic. For example, if the person 
with an enduring mental health problem receives a diagnosis of Type II Diabetes, the ability to comply with 
treatment and maintain a good quality of life is dependent upon taking medication appropriately (consider 
loneliness; who will motivate the person to obtain repeat prescriptions?), eating a healthy diet (consider income; 
can the person afford a well balanced diet?) and attending follow-up clinics (consider attitudes; is the person dealt 
with appropriately in light of their individual problems?). Seedhouse's analysis (2001) that health is possibly a 
personal strength and ability is also an important consideration and the ability of the person not only to help 
themselves, but to have someone to increase their autonomy throughout their experience of physical ill-health is 
vital.
Returning to the concept of illness behaviour (Mechanic, 1962), the structuralist approach (Kasl and Cobb, 1966) 
and interactionist approach (Dingwall, 1976), the conceptual framework summarises major influences and factors 
affecting people with an enduring mental health problem who are experiencing health problems. One key element 
to this is the different interpretation someone with an enduring mental health problem makes of their initial 
symptoms. Even when a symptom is interpreted as abnormal, a question emerges of why do some people choose 
to continue to ignore it? For example, is there an element of past service utilisation which somehow have instilled 
in the mind of that person that even if a problem is raised, it will not deserve the attention it needs. In other 
words, they will be ignored?
In summary, the literature review has been useful in exploring the research objective and the conceptual 
framework will be revisited following the analysis of the findings within this thesis. The proposed framework may 
be a useful learning tool for those within service provision to help understand the processes underlying the
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persons presentation of physical health problems, and also may offer a useful conceptual base for the 
development of health promotion and health education packages.
Figure 8 Conceptual framework of the health journey of person with an enduring mental health problem
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Research objective 2: undertake a secondary analysis of data from the Welsh Health Survey 
1998 (NAW, 1999) focusing on the physical health of those reporting an enduring mental health 
problem
The literature review provided a useful insight into the potential methodological problems the researcher may 
encounter when conducting a secondary analysis of the Welsh Health Survey 1998 (NAW, 1998), specifically the 
concern that those self-reporting an enduring mental health problem may be over or under-estimating the extent 
of their psychological and physical health. The literature review of definitions revealed a variety of criteria, some 
of which were still being refined and all of which have varying levels of robustness (Goldman et al, 1981; McLean 
andliebowitz, 1989; Patmore and Weaver, 1990; DoH, 1995b; Charlwood et al, 1999; Huxley et al, 1999; Slade et 
al, 2000). Whilst the definition utilised in this thesis was restricted to those experiencing an enduring mental health 
problem over 3 months in duration, the literature review strengthened the rationale for this choice. The definition 
would be tested in the preliminary study of this thesis, which was also designed to assess the strengths and 
weaknesses of the self-report survey methods employed by the Welsh Health Survey 1998 (NAW, 1999). The danger 
of an over-reliance on a set of criteria for determined specifically who has an enduring mental health problem, and 
who does not, was poignantly noted by Goldman et al (1981);
'But they do no more than hint at the clinical, socioeconomic, ethnic, and cultural heterogeneity of this population. They 
cannot convey any sense of the individual people referred to, their frailties and strengths, their experiencing and that of their 
families, their hope and striving, howeverfalteringiy, for normalcy.''
(Goldman, 1981; page 26)
Research objective 3: develop a prototype rapid risk assessment Biter, based on empirical 
evidence obtained from the Welsh Health Survey 1998 (NAW, 1999), for use by professionals in 
practice to detect early signs of physical health problems in people with an enduring mental 
health problem
Within the literature review there were no specific examples of risk assessments found to examine the physical 
health of people with an enduring mental healdi problem. There were, however, many examples of scales to 
measure the severity of mental health problems; for example the HoNOS (Wing, 1994). Also, a number of 
internal and external risk factors were identified as influential in the development of physical health problems in 
people with an enduring mental health problem as highlighted previously in the conceptual framework. The extent 
of evidence regarding die mortality and morbidity rates of physical health problems within die literature review 
did inform the researcher that any potential risk assessment filter that needed to be developed should at least 
include cardiovascular disease, respiratory disease and cancers.
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Research objective 4: recommend a health promotional model for use in professional practice
Within the literature review there were no specific examples of health promotion models relevant to improving or 
maintaining the physical health of people with an enduring mental health problem. In spite of using key words 
such as health promotion and health education, as well as several mental health type words, no specific model was found. 
However, there were studies, which provided encouraging signs that those with an enduring mental health 
problem are personally concerned with their health (Schrader, 1997; Payson et al, 1998). Such personal regard for 
health relates well to the notion of an empowering model of health, as described by Seedhouse (2001) in his 
analysis of humanistic constructs of health. In developing thinking around the need for a specific health 
promotion model, reflecting on the work of Maben and Clarke (1995) and building upon the theories of health 
presented earlier, the researcher of this thesis offers an explicit definition of health promotion;
'Health promotion forpeople with mental health problems is aimedatimplementing parallelactions through 
reducing the distress of the mental health problem itself and proactively ensuring physical health needs are met. On 
an individual level it is an attempt to ensure that those already engaged with services have an holistic treatment and 
care programme, underpinned by proactive health screening and effective shared care. Respect for the person's 
autonomy is essential. On a wider level, health promotion involves the development of strategies, polices and resource 
allocation which not only implement community programmes for better health but proactively tackle discrimination, 
inequity and social exclusion.''
Developing the research questions within the thesis
Brink and Wood (1998) state that the purpose of research is to answer questions and define a research question as 
follows;
'A. research question is an explicit query about a problem or issue that can be challenged, examined and analysed 
and that will yield useful new information'
(Brink and Wood, 1988: page 2)
Within the background and rationale of this thesis the researcher built a research argument from -which objectives 
emerged to achieve the overall aim of the study. The literature review has provided evidence to assist the 
researcher to achieve the objectives and reinforce the argument. Importantly, it has also developed the specific 
research questions for this thesis. Reflecting on the themes within literature review, and concerns the researcher 
has about the topic area in Wales, the following research questions have been formulated;
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1. Does an enduring mental health problem make an individual more prone to a physical health problem 
within the population of Wales?
2. Within Wales, are other factors influential such as; 
a. Age 
b. Gender 
c. Where you live? 
d. Social class 
e. Lifestyle?
A summary of the literature review influencing the research questions is presented in the following paragraphs.
Research question 1; does an enduring mental health problem make an individual more prone 
to a physical health problem within the population of Wales?
Many studies found links between mental health and physical health and major researchers included Bass et al, 
(2002), Pitcher et al (1995), Gangon and Patten (2002), Hesslinger et al (2002), Makikyro et al, 1998, Oslin et al 
(2002), Schmidt and Telch (1997) and Hippisley-Cox and Pringle (2005). The relationship of which may have 
came first, mental or physical ill-health, -was not always clear. However, specific mental health predictors of 
physical health problems included depression (Abas et al, 2002; Braam et al, 2005; Vaillant, 1998; Zubenko et al, 
1997) and depression seemed to have a link with cardiovascular disease (Barefoot and Schroll, 1996; Dinan, 1999; 
Everson et al, 1996; Hesslinger et al, 2002; Timonen et al, 2002; Pratt et al, 1996). Many studies found high levels 
of mortality within groups of people with various mental health problems, and major researchers included Brown 
(1997), Brown et al (2000), Baxter (1996), Harris and Barraclough (1998) and Ruschena et al (1998). Similar studies 
examined the causes of this excess mortality, which included cardiovascular disease (Davidson, 2002; Lawrence et 
al, 2003; Osborn et al, 2006), smoking (Casadebaig et al, 1997; Joukamma et al, 2001; McCreadie, 2003), obesity 
(Casadebaig et al, 1997; McCreadie, 2003), alcohol misuse (Harris and Barraclough, 1998), lack of exercise 
(Paffenbarger, 1986) and suicide (Brown, 1997; Dembling et al, 1999; Pelkonen et al, 1996; Ruschena et al 1998). 
Diabetes was also a prominent feature of many studies with a clear link to obesity, mental health problems and 
psychotropic medication (Arran2 et al, 2004; Connelly and Kelly, 2005; Mukherjee et al, 1996; Peet and Edwards, 
1997; Royal College of Psychiatrists, 2004; Silverstone et al, 1998; Tardieu et al, 2003), as well as psychotropic 
medication (Arranz et al, 2004; Meaney et al, 2004; Zhang et al, 2004). Surprisingly, the number of research studies 
into possible links with a range of cancers was low and -where there were studies, there was inconsistent evidence 
(Jeste et al, 1996). Hippisley-Cox and Pringle (2005) have recently concluded that women with schizophrenia were 
42% more likely to get breast cancer. Pandiani et al (2006) also found elevated levels of cancer among those with a 
serious mental illness and more research is needed into these life-threatening conditions and their causes in those 
with mental health problems.
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In relation to the research question, the literature review yielded many studies revealing a link between having an 
enduring mental health problem and a physical health problem concurrently, contributing to a higher risk of an 
earlier death. There was also evidence that there was a link between chronic physical health and mental health 
problems. Some studies focused solely on a single diagnostic group such as schizophrenia (i.e., Brown, 1997) and 
some were geographically based (i.e., Lawrence et al, 2003). Only two studies sampled people in Wales; Meltzer et 
al (1995) and Hippisley-Cox and Pringle (2005). Unfortunately, the study by Meltzer et al (1995) focused on the 
prevalence of mental health problems, and where medical co-morbidity was examined the sample was likely to be 
less than 100 cases in Wales. The study by Hippisley-Cox and Pringle (2005), whilst useful, focused on 
schizophrenia and bi-polar disorder and did not provide regionally specific data. Overall, the literature review was 
informative in refining the research question 1 and reinforcing the need research specific to Wales.
Research question 2; within Wales, are other factors influential such as age, gender, -where you 
live, social class, are there other confounding factors such as lifestyle?
Many studies set out to examine the prevalence of physical ill-health or mortality among those with an enduring 
mental health problem and also collect data on age (Abas, et al, 2002; Baxter, 1996; Fichter et al, 1995; Pelkonen 
et al, 1996; Ruschena et al, 1998) and gender (Abas, et al, 2002; Baxter, 1996; Fichter et al, 1995; Harris and 
Barraclough, 1998). However, very few specifically focused on these two variables as their main research focus. In 
relation to age and gender there 'were studies, which conflicted with each odier. For example in a Bavarian study 
by Ficher et al (1995) and an English study by Baxter (1996). Many studies also failed to consider the specific 
cultural aspect of the groups of people they were collecting data from, and no studies considered the construct of 
the mental health problem itself in relation to die development of the physical health problem. For example, there 
were little, if any, in-depth analysis of die social background die sample were drawn from. Only studies examining 
the nature of how psychotropic medication attributed to physical health problems (Arranz et al, 2004; Meaney et 
al, 2004; Zhang et al, 2004) came close to this. A relatively small number of studies considered the nature of-where 
people lived and their socio-economic status as a causal factor to die contribution of physical health problems in 
people with an enduring mental health problem (Fichter et al, 1995), and whilst some studies have examined the 
relationship between social class and mental health (Goldberg and Morrison, 1963), there have been no studies 
specifically aimed at examining die relationship between social class, mental health problems and the development 
of physical healdi problems. Lifestyle factors were examined mainly in studies where mortality and morbidity was 
the focus, however smoking within people with an enduring mental health problem has gained much research 
attention (Casadebaig et al, 1997; Joukamma et al, 2001; McCreadie, 2003). Specifically, McCreadie et al (1998; 
2002; 2003) who has focused specifically on lifestyle issues in Scotiand. Whilst die literature review was 
informative, it could not answer the concerns tiiat the researcher had with regards to people with an enduring 
mental health problem in Wales, distinctively lifestyle and socio-economic factors that may contribute to the gross 
health deficits within the principality. Overall, die literature review was informative in refining research question 2 




The literature review has highlighted issues around definitions of severe mental health problems and for this may 
have implications for reliability. The Welsh Health Survey 1998 (NAW, 1999) has the potential to examine the extent 
of physical health problems throughout the principality with a reasonably large sample, including potential risk 
factors, among people with an enduring mental health problem. This dataset was perceived as a useful research 
source following the initial findings described in the background and rationale of this thesis (Chapter Two, page 
30). However, questions around the definition of mental health problems and the self-reporting nature of the 
survey may call into question its ability to accurately report data. In particular, if respondents were truly 
experiencing mental health problems and whether they were under or over-reporting their physical health 
problems and associated risks. The preliminary research study of this thesis examined the potential for, and 
limitations to, using the Welsh Health Survey 1998 (NAW, 1999) as a reliable source of data to measure the physical 
and associated risks health of people self-reporting an enduring mental health problem.
The Welsh Health Survey 1998
The Welsh Health Survey 1998 (NAW, 1999) was conducted by the Statistical Health Unit in the NAW who 
distributed over 50,000 self-completion questionnaires to people 18 years and over across Wales. The response 
rate was good with almost 30,000 people returning their completed questionnaires. The questionnaire collected a 
range of health and lifestyle data, including responses to the Short-Form 36 (SF-36). One of the main limitations 
of the survey was that it relied upon people's own understanding of their health. However, it is generally seen as a 
reliable source of health data within Wales and is now in its third term of reporting with the Welsh Health Survey 
2003/4 (NAW, 2005d). This dataset will be published electronically in full during 2007, however, it was 
unavailable for this thesis. Preliminary published data requested from this survey at the request of the researcher 
will be discussed later.
One important consideration in determining the usefulness of the Welsh Health Survey 1998 (NAW, 1999) was the 
robustness of a self-report measure in assessing the felt and comparative need of a population and whether that 
need was under or over-reported. For example, someone may have hypertension but not recognise it, or feel it, 
and thus not express it. On the whole, self-report measures such as the 1998 Welsh Health Survey (NAW, 1999) 
report expressed needs or those matters known to the person. Self-report measures can of course assess felt need 
if also accompanied with questions -which ask if that need was acted upon (expressed) or not. In a study with 
unlimited resources health would be assessed through medically examining every respondent. However, to gain a 
sample as large as the 1998 Welsh Health Survey (NAW, 1999) this would be very time consuming. Thus, a self- 
report household survey of this type does run the risk of statistical sampling errors. The researchers of the
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Statistical Health Unit in the NAW conducting the Welsh Health Survey 1998 (NAW, 1999) reported three potential 
errors in their research study; statistical sampling error, non-response and the questionnaire.
Statistical sampling error
All population surveys, which gather their data from samples, run the risk of not representing the true values 
within that population. Thus, estimates deriving from the Welsh Health Survey 1998 (NAW, 1999) may have 
differed from the true population prevalences. To reduce this error one would have to contact every single person 
in that population; a total population sample. Of course the cost of this would be enormous and a randomised 
sample is more practical. There are approximately three million people in Wales and to reduce the error the 
researchers at the NAW randomly sampled as large a population as possible. The research sample for the Welsh 
Health Survey 1998 (NAW, 1999) was drawn from the 1997 electoral registers and the aim was to sample 1 in every 
45 adults across Wales. To increase the scope of disaggregation of results at local level, smaller council areas were 
over-sampled to achieve a target of 900 in each unitary authority. Within the survey, 50,035 questionnaires were 
distributed and 29,874 completed questionnaires returned. The responses ranged from 50.4% in Wrexham to 
65.4% in Powys, with an overall unadjusted response rate of 59.7%. The adjusted response rate was 61%. In 
summary, the Welsh Health Survey 1998 achieved its planned research sample group and was reasonably robust in 
reducing the potential for sampling error.
The Welsh Health Survey 1998 (NAW, 1999) sample was drawn from electoral registers and this is a popular 
method used in large surveys. However, using such a cohort has its limitations. Firstly, one is only sampling those 
who have replied accurately to their local councils checking requests. The electoral register for the Welsh Health 
Survey 1998 (NAW, 1999) was compiled in the autumn of 1997, thus people would have moved in an out of a 
region and also died in the period preceding the posting of questionnaires. This can have limitations for a survey, 
however, when one considers the good response rate (61%) it did not seem to present a problem. Within this 
thesis it was important to consider if there -was a difference between those reporting an enduring mental health 
problem and those not in relation to the electoral register. For example, would having mental health problem 
adversely affect one's ability to respond to requests by local authorities to up date the register, and -would there be 
the same proportions between both sample groups in each region? Of course, proportions may also vary as there 
are regional differences in mental health problems, linked to socio-economic factors as described earlier in the 
literature review (Weich et al, 2002). This was an important aspect to explore both in the preliminary study and the 
main study of this thesis.
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Non-response
Those who do not respond to a research survey are just as interesting to researchers as those who do respond. 
Researchers would hope diat those not responding shared the same characteristics as those who did, thus 
reassuring the researchers that those who responded did so in an unbiased way. This is usually referred to as the 
representativeness of the sample. In relation to this thesis, the potential sample of people with an enduring mental 
health problem introduced some element of doubt on whether those responding were truly representative of the 
prevalence of mental health problems within the community of Wales. The potential sample were respondents 
answering question 31 within the Welsh Health Survey 1998 (NAW, 1999); 'Doyou have any mental or nervous illness now 
that you have had'for 3 months or more? Error would be detected if those answering question 31 positively did so but 
did not have an enduring mental health problem, or alternatively, chose not to answer the question because they 
were unable due to their mental health problem. The Welsh Health Survey 1998 (NAW, 1999) did perform a follow- 
up survey of non-responses to examine this potential sampling error, however not specific to respondents 
answering question 31. Individuals were contacted (n = 1,003) and a total of 601 follow-up interviews conducted. 
Generally, the respondents to the Welsh Health Survey 1998 (NAW, 1999) reported poorer health than non- 
respondents to the survey and also used health services more. This suggests that the Welsh Health Survey 1998 
(NAW, 1999) data may be skewed slightly toward reporting more general ill-health. However, considering the 
large research sample the non-response bias effect was likely to be small. Also for this thesis, returning to the 
1,003 individuals in the follow-up survey was not possible. Consequently, die effect of this over-reporting of ill- 
health in relation to those with an enduring mental health problem -was impossible to assess in the context of diis 
thesis.
The questionnaire and self-reporting methods
The questionnaire of the Welsh Health Survey 1998 (NAW, 1999) consisted of 65 questions, most being either 
multi-choice or Likert-type scales. The respondents' personal motivation to complete all the responses accurately 
may have introduced an element of error. For instance, missing important data in a section through turning two 
pages or completing the wrong response due to tiredness or apathy. Unless one is actually completing the 
questionnaire with the respondent (i.e. a semi-structured interview), an error of this kind has to be accepted. Of 
course, pilot work can often reduce this error and the Welsh Health Survey 1998 (NAW, 1999) was preceded by the 
1995 Welsh Health Survey (Welsh Office, 1996) using a similar questionnaire. This previous survey did yield 
information regarding the layout and design of the questionnaire and for the Welsh Health Survey 1998 (NAW, 
1999), minor changes •were introduced to improve clarity. Even so, the survey -was very long and could take up to 
one hour to complete. Interestingly, the Welsh Health Survey 2003/4 (NAW, 2005d) is now a much shorter 
questionnaire and the response rate for adults has increased to 85%.
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The Welsh Health Survey 1998 (NAW, 1999) is a self-report postal survey and data collection methods of this kind 
have their strengths. Polit and Beck (2004) identify three main strengths; cost, anonymity and the reduction of 
interviewer bias. Costs can be greatly reduced through distributing self-reporting questionnaires as compared to 
interviews. Obviously, the larger the sample, the greater the printing and postage costs, however self-report 
questionnaires are an extremely cost-effective research method when compared to face-to-face interviews, which 
can be not only costly in financial terms, but also lengthy in relation to timescale. Another advantage of self-report 
questionnaires is that they can also offer complete anonymity, which has the advantage of ensuring that those 
responding may be more candid in their replies, possibly increasing the response rate. Related to this is the 
potential reduction of interviewer bias where the person completing a questionnaire is not influenced by the 
interactions of another. Self-report measures are also appropriate when measuring attitudes and beliefs.
In contrast, self-reporting methods have weaknesses particularly when being employed to measure health. Sen 
(2005) argues that the internal view of health through self-reporting deserves attention but relying on it in 
assessing health care can be extremely misleading. This assumption by Sen (2002) is based on his analysis of 
studies in India and the United States. He concludes that a person brought up in a community with a great many 
diseases, and few medical facilities, may be inclined to take certain symptoms as 'normal' when they are clinically 
preventable. Considering Sen's viewpoint, perceiving one's own health is subject to potential error. For example, if 
you have angina, reporting this fact is reasonably straightforward as one would have been diagnosed by a general 
practitioner and treatment prescribed. However, if one is asked how one would rate personal health (i.e., good, 
poor, etc) there is likely to be a difference between the self-reported perception and a medical assessment, which 
may detect an un-reported health problem such as hypertension. Another limitation to self-report surveys is social 
desirability bias (Edwards, 1953). This refers to the propensity of those completing a self-report questionnaire to 
give answers, either deliberately or unconsciously that represents the participant in a favourable light. For example, 
when a person is asked how much alcohol is consumed a week there may be a tendency to under-estimate the 
amount as respondents do not want to label themselves as having a drink problem. One could view this also in 
relation to question 31 of the Welsh Health Survey 1998 (NAW, 1999) where respondents may feel they do not wish 
to declare they have an enduring mental health problem due to the potential stigma it may cause. These potential 
limitations will be considered when analysing the results of such surveys and will be returned to later in this thesis.
Reflecting on the limitations of self-reporting health surveys, concerns have centered upon statistical sampling 
error, non-response, the questionnaire and self-reporting methods. The preliminary research study aimed to 
explore these concerns and examine the robustness of the Welsh Health Survey 1998 (NAW, 1999). One of the 
main strengths of the Welsh Health Survey 1998 (NAW, 1999) was its large random research sample, coupled with a 
good response rate. This meant that confidence intervals for the reported prevalence percentages were small,
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giving these data a high degree of predictability. Confidence intervals are an important attribute to the usefulness 
of findings in relation to policy and practice.
Confidence intervals
Brink and Wood (1988) report that with random research samples it is possible to set the size of the research 
sample according to how accurately one wants to estimate the actual population parameters, or how much 
sampling error one is willing to accept. This is calculated with the following formula in equation 1.
Equation 1 Calculating research sample error
Variability of the measurement values 
among the sampling units 
Sampling error =
Square root of research sample size
Using this equation one can devise a sampling plan to ensure that estimates will not differ from the actual 
population figures by 5% (sampling error) on more than 10% of the possible research samples drawn from the 
population (level of confidence). Altaian (1991) describes a confidence interval as a range of values within which 
researchers can be confident that the true value lies. For example, if we examine the prevalence of respiratory 
disease (23.1%) within the Welsh Health Survey 1998 (NAW, 1998) the confidence interval based upon 28,679 
responses to this question was +/- 0.5 (95% confidence interval). Thus, one would be confident that the real 
estimate lay between 22.6% and 23.6%, which is a reasonably precise prediction for health policy and practice. 
This is also particularly reassuring for small percentage numbers. If, as a case in point, we examined the prevalence 
of diabetes (3.7%) based upon 28,447 responses the confidence interval remains small at +/- 0.2-0.3 (95% 
confidence interval). However, much smaller research samples produce larger intervals. This was particularly 
relevant for the cancer diseases, which had a prevalence of less than 1%. The confidence intervals for the Welsh 
Health Survey 1998 (NAW, 1999) can be perused in Appendix III.
In summary, the Welsh Health Survey 1998 (NAW, 1999) achieved its estimated response rate and accounted for its 
sampling errors. For the researcher of this thesis, the survey provided a potentially excellent data set on which to 
produce estimates of health for those people responding to question 31, although confidence intervals would be 
wide in some physical health problems examined. The preliminary research study was a necessary precursor to the 
main study of the thesis. Questions regarding the potential limitations of the Welsh Health Survey 1998 (NAW, 
1999) included;
1. Can the researcher be confident that those who answered question 31 actually had an enduring 
mental health problem?
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2. Could there have been an over-reporting or under-reporting of an enduring mental health 
problem, or physical health problem?
3. Would this introduce an unacceptable level of sampling error?
To eliminate these concerns, the researcher, alongside Professor Jonathan Richards and Professor Lawrence 
Moseley of the University of Glamorgan designed a research study to examine these potential limitations.
The collaborative preliminary research study
During 2001 the researcher and a collaborative research team were sponsored by the Wales Office for Research 
and Development in Health and Social Care (WORD) to examine the robustness of using the Welsh Health Survey 
1998 (NAW, 1999) as a dataset for reliable estimates of physical ill-health among respondents with a self-reported 
mental health problem. The researcher was the second applicant for the sponsorship of the research and also 
project managed die pilot research study. The project board included a number of key stakeholders in the research 
study including the University, community mental health teams (NHS and Local Authority), primary health care 
and voluntary agencies. The project board conducted regular checkpoint meetings at key stages throughout the 
project and reported progress to WORD at the required time periods.
The aim of the preliminary research was to undertake a study within a population of adults living in Wales who 
had a diagnosed mental health problem and compare this data to die Welsh Health Survey 1998 (NAW, 1999). As 
described earlier, the self-report nature of die Welsh Health Survey 1998 (NAW, 1999) raised doubts on whether a 
valid mental health problem was being reported in question 31. If a research study could be conducted to compare 
the Welsh Health Survey 1998 (NAW, 1999) results to a population with a known mental health problem, 
conclusions could be drawn regarding the robustness of die Welsh Health Survey 1998 (NAW, 1999). For example if 
similar prevalence rates of physical ill-health -were found, one could reasonably estimate diat those reporting an 
enduring mental health problem in question 31 of the Welsh Health Survey 1998 (NAW, 1999) were not under or 
over-reporting the extent of dieir problem.
The research did not intend to conduct a household survey, as it -would have significandy raised the cost and time 
needed to conduct the research study. Widiin a large United Kingdom morbidity research study by Meltzer et al 
(1995a) 10,144 clients were sampled in a general household survey yielding only 54 adults with psychosis. It was 
therefore considered diat a focused approach on clients known to mental health services was prudent and more 
likely to meet the intended research objectives. The overarching research method for the preliminary study was 
descriptive. An attempt was made to replicate parts of the method adopted witiiin the Welsh Health Survey 1998 
(NAW, 1999) in order to compare data and thus increase the usefulness of any comparative analysis. However, 
rather than use a postal survey technique, die questionnaire was administered by key workers in order diat
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informed written consent could be gained and a diagnosis of an enduring mental health problem could be assured. 
A randomised sampling fraction of 15% was implemented to select the potential participant. The key worker was 
usually a member of the community mental health team or voluntary sector. It was proposed that this technique 
would also enhance the reliability and validity of completed items within the questionnaire.
Three main data collection mediods were utilised within the preliminary research; audit, a prevalence research 
study and comparison. The preliminary research study included a pilot research study. The pilot research study 
examined a number of issues that emerged in the planning phase and seven main objectives were identified:
1. To assess the potential research sample si2e of people with enduring mental health problems throughout 
	Wales attached to community mental health teams
2. To assess the potential consent rate of respondents within the research study
3. To assess the potential response rate of key workers within the research study
4. To examine die order and content of questionnaires
5. To examine the feasibility of the mediods proposed
6. To test and refine the definition of severe mental illness
7. To assess ethical considerations
Two methods were adopted to achieve the pilot research study objectives: a self-report audit of community 
mental health teams and a self-report health survey questionnaire of people with a enduring mental health 
problem, administered by a key worker. Due to the concern about the limitations of a self-report questionnaire, 
steps were taken to overcome these by ensuring respondents had access to one-to-one support if required. Also, 
inclusion criteria ensured that the research team -was confident that each respondent had a diagnosed mental 
health problem of more dian three months in duration. The questions used in the Welsh Health Survey 1998 (NAW, 
1999) questionnaire were not altered in any way so that comparisons could be made to the prevalence reported on 
the general health of Wales in 1998. Three additional questions -were added to measure unmet health need in heart 
disease, respiratory disease and diabetes. The pilot research study commenced in May 2001 and the analysis was 
complete by September 2001 following ethical approval from the All-Wales Multi-centre Research Ethics 
Committee (Appendix IV).
What was learnt from the pilot stage of the preliminary research?
There were no reliable data sources in Wales on the prevalence of enduring mental health problems known to 
community mental health teams at the time of the pilot research study. In the pilot stage of the preliminary 
research study the team estimated, on the basis of the audit, that there were approximately 10-12,000 people with 
an enduring mental health problem over three months in duration on the caseloads of community mental health 
teams throughout Wales. Respondents to the survey were able to understand the health survey questionnaire and 
answer it completely. The additional questions (numbers 66 - 68) were not clear and the health survey 
questionnaire was redesigned to improve the clarity of these questions regarding met and unmet health need.
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Initial findings from the health survey questionnaire indicated an increased prevalence of physical health problems 
among adults with an enduring mental health problem in community mental health teams, compared to the 
general population reported in the Welsh Health Survey 1998 (NAW, 1999). Forty-four completed questionnaires 
were returned from 102 distributed; the adjusted response rate 48.4%. The pilot research study provided essential 
evidence to examine the robustness of the Welsh Health Survey 1998 (NAW, 1999) for the main preliminary 
research study. Sufficient data were collected from the pilot research study to determine a potential minimum 
accessible research sample population for the main research study of between 10-12,000 people with an enduring 
mental health problem of over three months in duration on key worker caseloads. Following the pilot study, work 
commenced on the preliminary research of this thesis in late 2001.
The main preliminary research study
The objectives of the main preliminary research study were:
1. To establish the prevalence rates of physical ill-health within the population known to community mental 
health teams and voluntary organisations of people with enduring mental health problems within Wales.
2. To compare the findings to statistics of the health of the general population of Wales as reported in the 
Welsh Health Survey 1998 (NAW, 1999).
3. To estimate met and unmet health care needs for adults with enduring mental health problems.
Following the pilot stage some variations to the main methods were implemented, but in general the pilot 
preliminary research study remained the blueprint for the main preliminary research study. Four research sample 
groups were used; community mental health teams MIND Cymru, the Manic Depression Fellowship (MDF) and 
HAFAL, formally known as the National Schizophrenia Fellowship.
Ethical approval for the main preliminary research study proposal was sought from the All-Wales Multi-Centre 
Research Ethics Committee and permission was granted on February 6th 2002 (Appendix IV). The main preliminary 
research study approach generally adopted the pilot stage health survey methods, with the exception that a training 
pack, rather than individualised training, was used to inform the key workers of the research study. Also, the 
sampling fraction was increased for community mental health teams from 15 to 25% and there were, as a result of 
experience in the pilot stage research study, slight modifications to the questionnaire and information leaflets.
Fourteen NHS Trusts, 22 local authorities, and three voluntary bodies were approached and overall 31 
organisations approved the request for local ethical approval and access to their teams and their caseloads. Only 
two organisations declined a request (one Trust and one Local Authority) due to 'research overload' and the
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inability to give time to participation. Three organisations did not respond. Various efforts were made to follow- 
up Trusts and local authorities by way of letter and phone calls resulting in a delay of the project, as community 
mental health teams could not be contacted without having approval from both Trust and Local Authority.
It was intended to sample as many subjects as possible in the main preliminary research study, however, 
consideration was given to the fact that this might have produced extra work for key workers, as was reported in 
the pilot stage research study. Organisations and individuals raised queries during the approval stage of the pilot 
research study regarding the potential for research overload where community mental health teams had recently 
been the focus of a large number of research studies within Wales. In order to achieve an adequate research 
sample, the sampling fraction was increased from 15 to 25%. With this in mind a minimum potential research 
sample size was established of 1,065 using the audit data from the pilot research study. This figure represented a 
research sample size, if it were achieved, would have enabled the detection at the 95% confidence level of 
differences in prevalences of disease categories even where there were small percentages.
Statistical analysis of the preliminary research
The Welsh Health Survey 1998 (NAW, 1999) was obtained from the Health Statistical Support Unit, NAW as a 
SPSS file and all these data collected from the community mental health teams and the voluntary sector were 
entered into a separate SPSS file. In order to maintain comparability with relevant data, which had already been 
gathered in the Welsh Health Survey 1998 (NAW, 1999), the same variables were recorded for all three data sources. 
Regarding the values permitted, however, within the community mental health teams and voluntary sector SPSS 
file, a value did not answer was added in each variable, manic depression was added to the list of mental health problem 
in question 31 of the Welsh Health Survey 1998 (NAW, 1999) and a section on young people with asthma (question 
41 to 43) was deleted. Questions were added at the end of the health questionnaire, which related to met and 
unmet health needs for heart disease, respiratory disease and diabetes.
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The preliminary main research sample groups
Seven sets of data were collated within the main research study from an all-Wales research sample to conduct 
descriptive comparisons regarding the physical health of adults with a enduring mental health problem;
1. Welsh Health Survey 1998 - All subjects answering no mental health problem (n = 24,672)
2. Welsh Health Survey 1998 - All subjects answering mental health problem (n = 3,897)
3. Manic Depression Fellowship (MDF) (n =130)
4. MIND Cymru (n = 86)
5. HAFAL (n=20)
6. Voluntary sector; all responses of MDF, MIND, HAFAL (n = 236)
7. Community mental health teams (n = 48)
Utilising a filter in SPSS these data were separated into two distinct groups; those who responded and identified 
themselves as not experiencing from an enduring mental healdi problem or nervous disorder for three months or 
more (non-mental healdi research sample) and those who did (mental health research sample). Those responding 
to Question 31 represented samples ranging from 8 % (Monmouthshire) to 21.6% (Merthyr Tydfil) of the 
prevalence of mental healdi problems in Wales, with a mean of 13.6%. This variance may have had important 
implications for die thesis, particularly when examining deprivation and this will be explored later in diis study.
Table 3 Geographical proportions of respondents of the 1998 Welsh Health Survey (NAW, 1999); non- 















































































Response rates within the preliminary research
The main preliminary research study for the community mental health teams commenced in November 2001 and 
ended in October 2002. Unfortunately, the response rate from key workers was extremely poor, and despite 
follow-up letters and telephone calls, the eventual number of questionnaires received was 48 in total out of 471 
distributed. Twenty-two community mental health teams participated out of a potential of 59. The response rate 
was 37.3% for the community mental health teams as a whole and 10.2% from individuals within those teams. 
This compared poorly with the response rate achieved by Edwards et al (2001) in their study of community 
mental health nurses (49%).
The main research study for the voluntary sector commenced in October 2002 and was completed in January 
2003. A total of 1460 questionnaires were distributed comprising of 500 to the MDF, 834 to MIND, and 126 to 
HAFAL. There were a total of 236 returns as follows; MIND 86 (10.3%), MDF 130 (26%) and HAFAL 20 
(15.9%). The overall response rate was therefore 16%, which was slightly better than the individual responses 
within community mental health teams but disappointing overall. In a study by Northway et al (2000) of mental 
health users examining their experiences of medication and other therapies, a response rate of 55.6% -was 
achieved. However, to achieve this extra research staff were utilised (student nurses).
Summary of the results of the main preliminary research study
The main research study examined and compared a wide range of data across six research sample groups. The 
largest research sample groups were derived from the Welsh Health Survey 1998 (NAW, 1999). Four other research 
sample groups were identified; members of the Manic Depression Fellowship, members of MIND Cymru, 
members of HAFAL (formally the National Schizophrenic Fellowship) and community mental health teams in 
Wales. From the pilot research study the researcher was confident that a reasonable research sample size could be 
gained to detect small differences in prevalence from the community mental health team, with the voluntary 
groups providing a supplementary research sample. Following the main research study, it became disappointedly 
apparent that the numbers responding from community mental health teams was extremely low (n = 48) and the 
voluntary groups only slighdy higher (n= 236).
On examination of why such a small research sample emerged from an initially promising pilot research study, 
two main factors were highlighted; research fatigue and the method of gaining written consent. Research fatigue 
among professionals and clients emerged when it became apparent that this research study was among several 
different type of surveys being conducted across Wales into community mental health teams at that time. Indeed, 
one NHS Trust and Local Audiority in one region refused to participate due to 'research overload'. Key workers 
within the mental health teams initially expressed a desire to participate, however, when it came to the actual 
distribution of questionnaires they did not respond. In follow-up enquiries, a common reason cited was that
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workers were just too busy. In relation to written consent, the researchers chose an approach guided by the 
MREC, which provided the minimum risk to people with an enduring mental health problem, rather than the 
achievement of the highest response rate. That required obtaining informed written consent from each individual 
with the support from his or her key worker. Indeed, the key worker excluded those who were judged as having 
the potential to be harmed from the research study. This explanation was confirmed by the fact that very few calls 
were received from participants to the helpline service set up in the University of Glamorgan Research Unit for 
the duration of the study. This manifestation of this ethical principle was, however, far too time consuming for 
those administering the questionnaire and subsequently contributed to the low response rate.
The problem seemed to dwell with choosing a method that relied upon professionals a means of assisting in the 
research study. It would seem that within community mental health teams there was no protected time for audit 
and research within the working week. In contrast, voluntary groups seem to invest much more time and 
resources into this aspect of service provision. The irony of this is that only 13% of the respondents from the 
community mental health team research sample stated they would not be prepared to participate in a similar 
survey again, a percentage vastly lower than those who chose not to participate when they had the opportunity 
first time round. The research team concluded from this preliminary research that for future research studies 
careful consideration of the potential for research overload among professionals who do not have protected time 
for research and audit should be given. Veeramah (1995) has conducted a small study (n = 118) into the attitudes 
and needs of qualified staff concerning the use of research findings in clinical practice within mental health care 
settings. Findings revealed that although the vast majority of nurses in the study had a very positive attitude 
toward research, very few actually made use of findings in their practice. Inadequate support from managers and 
having protected time were identified as factors. The research team of this preliminary study also noted that the 
use of a postal method, which includes a reply slip for follow-up if an enduring mental health problem is 
identified, could be followed by a semi-structured interview to increase the response rate. However, this method 
would be likely to be very costly to achieve a large sample. Despite these difficulties, the results from the total 
respondents (284) provided the researcher with greater confidence in the findings of the Welsh Health Survey 1998 
(NAW, 1999) and the prevalences reported in Table 1 and 2 (page 30 and 31).
Within the mental health research samples the findings highlighted a predominantly white, middle-aged group, 
more likely to be divorced, unemployed and to have a lower social status. This may have indicated the long-term 
debilitating effect of an enduring mental health problem compared to those adults without such a problem. This 
links to the social drift explanation of having an enduring mental health problem as explored by Goldberg and 
Morrison (1963) who found that for people with schizophrenia, there was a higher prevalence among the lower 
social classes. Many of these people may have once been assessed as being in a higher social class ranking, but 
through the nature of the illness and its effects there was a drift toward a lower social class. Of course, this
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remains a theory with some research to support it. Goldberg and Morrison's (1963) study was conducted over 
forty years ago and currently it is not clear how this may relate to the development of physical health problems. 
This will be revisited later in light of the findings of the thesis.
Within the findings there was consistently more reported physical health problems among the mental health 
research sample groups than the Welsh Health Survey 1998 (NAW, 1999) non-mental health research sample. In 
most cases, it was two times the prevalence or more, including heart disease, respiratory disease, diabetes and a 
range of other diseases. Back pain and arthritis were highly prevalent.
An example of this can be seen in Figure 9. Not only were physical problems more common among those with an 
enduring mental health problem, but also their quality of life was also much poorer as reported in the SF-36 
findings (Richards et al, 2005). These respondents were less likely to report their healdi as being excellent and 
more likely to report their poor health as limiting their activities and work.
Figure 9 Heart Disease: a comparison of the 1998 Welsh Health Survey (NAW, 1999) data to other research 
sample groups of people reporting an enduring mental health problem over 3 months in duration
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Lifestyle factors were explored and respondents in the mental health research sample groups were more likely to 
smoke cigarettes on a daily basis, take less exercise and eat less healthy diets. These groups were also more likely 
to be at both extremes of the Body Mass Index scale, being either underweight or clinically obese. Of those 
respondents who reported buying medicines, there were a high proportion of the mental health research sample 
groups reporting self-medication with mineral and vitamin supplements.
In summary, the Welsh Health Survey 1998 (NAW, 1999) was deemed a robust method for collating data about 
people with mental health problems. Health outcomes were reported as much poorer within respondents who had 
an enduring mental health problem than those within the population of Wales who did not report an enduring 
mental health problem. These findings generally confirmed the results of smaller research studies and indicated a 
poor state of health among those with mental health problems in Wales. The final report was submitted to the 
Wales Office for Research and Development in Health and Social Care during February 2005.
For the researcher, the preliminary research study provided greater confidence in the Welsh Health Survey 1998 
(NAW, 1999) as a dataset for an in-depth analysis of respondents who answered question 31. In most instances, 
the research sample groups with an enduring mental health problem in community mental health teams and the 
voluntary sectors reported similar or greater prevalence of physical ill-health. This provided confidence within the 
Welsh Health Survey 1998 (NAW, 1999) as a dataset where diose reporting an enduring mental health problem were 
not under or over-reporting their physical health status. Although there were problems with response rates within 
the samples chosen for the preliminary research study, the research team concluded that consideration of using 
large datasets such as the Welsh Health Survey 1998 (NAW, 1999) for researching the physical health of people with 
mental health problems was a potentially good method, with minimal ethical concerns.
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Summary of Chapter Four
During 2001, the researcher and a collaborative research team were sponsored by the Wales Office for Research 
and Development in Health and Social Care (WORD) at a cost of £108,607 to examine the robustness of using 
the Welsh Health Survey 1998 (NAW, 1999) as a dataset for reliable estimates of physical health among respondents 
with a self-reported mental health problem. The aim of the preliminary research was to undertake a study within a 
population of adults living in Wales who had a diagnosed mental health problem and compare this data to the 
Welsh Health Survey 1998 (NAW, 1999).
In the pilot stage of the preliminary research study the team estimated that there were approximately 10-12,000 
people with an enduring mental health problem over three months in duration on the caseloads of community 
mental health teams diroughout Wales. Respondents to the survey were able to understand die health survey 
questionnaire and answer it completely. Forty-four completed questionnaires were returned from 102; adjusted 
response rate 48.4%.
The main preliminary research sampled four groups and the overall response rate was poor (16%), however, 
responses from the voluntary sector (n = 236) were better than the community mental heakh teams (n = 48). On 
examination of why such a small research sample emerged from an initially promising pilot research study, three 
main factors emerged; research fatigue, workload of professionals and a complicated method of gaining written 
consent. Although the response rate was poor, findings indicated that the sample groups revealed prevalence of 
physical health problems similar, and •worse in some cases, to the Welsh Health Survey 1998 (NAW, 1999).
The research team concluded from this preliminary research that for future research studies careful consideration 
would have to be given to the potential for research overload among professionals who do not have protected 
rime for research and audit, use of a implied consent in mental health research and consideration of large datasets 
such as the Welsh Health Survey 1998 (NAW, 1999) for researching peoples' health with mental health problems.
Despite the difficulties within the preliminary research study, the results from the total respondents (n = 284) did 
give the researcher greater confidence in the Welsh Health Survey 1998 (NAW, 1999), overcoming previous 
concerns on its value in representing people with an enduring mental health problem. Therefore, more confidence 
was asserted in its potential for addressing the research aim, objectives and questions within diis thesis.
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CHAPTER FIVE
Research aim, objectives, methodology and methods for the thesis
The background work, literature review and preliminary research (Richards et al, 2001; 2005) supported the 
development of a research methodology appropriate to the achievement of the research aim, objectives and 
questions of this thesis (page 15 and 16). The background work led to a sound rationale for conducting this 
specific thesis in Wales, whilst the literature review refined the researcher's design of the study and the 
underpinning conceptual framework. The preliminary research provided evidence that the Welsh Health Survey 
1998 (NAW, 1999) was a robust dataset on which to gather more data specific to Wales to assist the researcher to 
answer the research objectives and questions. The use of the Welsh Health Survey 1998 (NAW, 1999) to collect data 
specific to Wales followed a quantitative approach as the research method and this chapter will initially explore the 
philosophical underpinnings for this choice, followed by a presentation of the techniques to be employed.
The underpinning philosophy to the research methods employed in this thesis
Polit and Beck (2004) have highlighted the paradigms underpinning research and frame these as the ways in which 
they respond to philosophical questions. These questions are ontological, epistemological, axiological and 
methodological. Thus, an ontological philosophy questions what is reality, the epistemological philosophy asks 
what is the relationship between the inquirer and that being studied and the axiological philosophy questions what 
is the role of these values in the inquiry. The methodological philosophy asks how the inquirer should obtain the 
knowledge. Overlaying these questions two main paradigms have emerged, the positivist paradigm and the 
naturalistic paradigm, each of which answers the philosophical questions from a different viewpoint of the world.
Differences between the positivist and naturalistic paradigm
The positivist paradigm was influenced by philosophers such as Comte (1798-1857), Mill (1806-1873), Newton 
(1642-1727) and Locke (1632-1704). Polit and Beck (2004) have noted that positivism is a reflection of a broader 
cultural phenomenon that in the humanities is known as modernism and emphasises a rational and scientific 
approach to matters, and in research is very much the basis of quantitative studies. Within health research it is the 
basis of a great deal of medical science and indeed is integral to the medical approach, as described earlier. 
According to Polit and Beck (2004), the fundamental ontological assumption of positivists is that there is reality 
out there which can be studied and known, nature is ordered and regular, and that an objective reality exists 
independently of human observation. Thus, a positivist seeks to be as objective as possible in the pursuit of 
knowledge and the research approach involves an orderly and disciplined procedure designed to test assumptions, 
seeking cause and effect. In contrast, the naturalistic paradigm began as an opposite response to positivism with 
philosophers such as Weber (1864-1920) and Kant (1724-1804). It is also known •&& postmodernism. Polit and Beck 
(2004) have highlighted that for the naturalistic researcher, reality is not a fixed entity but rather a creation of the 
individuals taking part in research and within the naturalistic paradigm reality exists inside a context. Researchers
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take the view of relativism, and for Polit and Beck (2004), relativism proposes that there are always many multiple 
interpretations of reality existing in people's minds. According to Polit and Beck (2004), there is no process by 
which the 'ultimate truth or falsity of the constructions can be determined'. This paradigm is very much the basis 
of a range of qualitative research approaches.
Holloway and Wheeler (2002) have noted that during the 1960's the traditional view of science was criticised for 
its aims and methods by scientists from both a positivist and naturalistic paradigm and that a paradigm shift may 
have occurred in line with the ideas of Kuhn (1962) at the time. Kuhn proposed that 'normal science' proceeds 
through a series of crises that hinder its development, thus earlier methods are questioned and new approaches 
adopted, and eventually one scientific view of the world is replaced by another. Holloway and Wheeler (2002) 
have noted that today, social researchers often claim that a paradigm shift has occurred in the same way Kuhn 
(1962) discussed it and that a whole worldview is linked to the new paradigm. Within this paradigm, quantitative 
research is seen as useful and valuable but sometimes limited because it somehow neglects the participants' 
perspectives within the context of their lives. Qualitative approaches therefore answer these questions •where 
quantitative approaches cannot explore to a depth that may reasonably answer the enquiry.
It is useful to examine these paradigms in relation to the philosophical questions mentioned earlier, expounded by 
Polit and Beck (2004). From an ontologic assumption, within a positivism paradigm, reality exists driven by 
natural causes. In contrast, •within a naturalist paradigm, reality is multiple, subjective and mentally constructed by 
individuals. A case in point within this thesis is the examination of arthritis. It is possible to count the numbers of 
people with arthritis using a method derived from a positivist paradigm. The disease exists, has mainly a biological 
explanation for its presentation and is measurable in people, resulting in a prevalence statistic. However, the 
potential causes of it may also be subjective in nature, such as the lifestyle one chooses. A qualitative approach, 
influenced by the naturalist paradigm, may be equally valid as a method to explore its existence. Thus, both 
paradigms could be drawn from to examine arthritis. From an epistemologic assumption, within a positivism 
paradigm, the researcher is independent from those being researched whilst within a naturalist paradigm there may 
be interaction with individuals being researched. Within this thesis, the survey approach adopted by the Welsh 
Health Survey 1998 (NAW, 1999) certainly distances the researcher from the respondents and is mainly a 
quantitative study . From an axiologic assumption, within a positivism paradigm the researcher is independent 
from those being researched and biases are accounted for and controlled to gain objectivity. In contrast, within a 
naturalist paradigm subjectivity and values are inevitable and desired. Finally, from a methodologic assumption, 
within a positivism paradigm there are structured procedures, controls and an emphasis on statistical measurement 
of the phenomenon; the aim being that generalisations can be made to the wider population. Conversely, in the 
naturalistic paradigm, processes are inductive not deductive with emerging interpretations grounded in the 
experiences of the participants. There is an emphasis on the narrative information and qualitative analysis. The
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research being conducted in this thesis is quantitative, however further research questions which may arise could 
be examined utilising a qualitative approach.
Qualitative approaches
There are a range of qualitative approaches in research and they share common characteristics, as described by 
Holloway and Wheeler (2002). Firstly, for Holloway and Wheeler (2002), the theoretical framework is not 
predetermined but derives directly from these data and thus the research is not context bound. Researchers 
therefore must be 'context sensitive' and put themselves in the natural setting of people whose thoughts and 
feelings they wish to explore. Holloway and Wheeler (2002) have highlighted that within qualitative research 
methods the relationship between the researcher and the researched is close and based upon a position of equality 
with human beings. This is, of course, in complete contrast to the key elements of quantitative research -whereby 
the relationship between researcher and the researched should be distant, and if there were contact researchers 
would have to control for the potential of biasing the results somehow. One particular qualitative approach, which 
may provide a useful method for examining a specific group, such as those with an enduring mental health 
problem in Wales, is ethnography encapsulating the emic perspective. Ethnography is one of the most established 
qualitative approaches emerging from the work of Malinowski (1922), Boas (1928) and Mead (1935). Polit and 
Beck (2004) identify ethnography as the primary research tradition within anthropology, which study the 
meanings, patterns and experiences of defined cultural groups in a holistic way, the aim being to learn from rather 
than to study a cultural group. Harris (1976) has highlighted that qualitative approaches such as ethnography are 
linked to the subjective nature of social reality, providing insights from the perspectives of the participants and 
enabling researchers to see the world as their sample do. This is kno'wn by anthropologists and linguists as the emic 
perspective. In contrast, a view where researchers draw conclusions from observed behaviour of participants' 
words is the «& perspective, or according to Harris (1976), the outsiders' view. Both the emic and etic perspectives 
have evolved from the observations and writings of Pike (1954).
Jardine (2004) has usefully explored the notions of etics and emics by Pike (1954) in a paper on the history of 
sciences. Both notions were introduced by Pike (1954) following his observations of the enunciation and 
recognition of significant speech. Pike (1954) identifies that there are two basic standpoints from which a human 
observer can describe behaviour and each of these are valuable for certain specific purposes. Within the etic 
approach to data, a researcher is mainly concerned with statements that are general about these data and 
classifications. Jardine (2004) highlights this classification as involving four sets;
1. Classifying data systematically into a single system.
2. Providing a set of criteria to classify any bit of such data.
3. Organising into types the elements classified.
4. Studying, identifying and describing any newly found data in reference to this system which has been 
created by the analyst before studying the particular culture within -which the new data have been found.
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This analysis by Pike (1954) fits well within the positivist paradigm, as well as the naturalistic approach to research 
where the phenomenon is observed utilising structured procedures and data is ordered in a way that deductions 
can be made based upon an originally agreed hypothesis. Holloway and Wheeler (2002), reflecting on the writings 
of Harris (1976), have noted that within an etic perspective the meanings of participants are interpreted or a 
phenomenon is identified and described. Participants are thought to be empowered through this type of research 
because they do not merely react to the questions of the researchers but have a voice and guide the study. This 
assumes of course that this is using an interview technique, as a self-report study would be a one-off event rather 
than an interactive process. According to Pike (1954), the emic approach is only relevant for the relatively 
homogeneous and integrated behaviour of one culture area or defined class of people. Pike (1954) notes that the 
emic approach is an attempt to discover and describe the pattern of a particular culture in reference to the way in 
which the various elements are related to each other. Succinctly, Pike (1967) later summarises the notions of etics 
and emics as follows;
'The etics viewpoint studies behaviour as from outside of a particular system, and as an essential initial approach to 
an alien system. The emic viewpoint results from studying behaviour as far from inside the system.'1
(Pike, 1967, page 37)
Reflecting on this summary, the use of the Welsh Health Survey 1998 (NAW, 1999) as a dataset indicates that this 
thesis is exploring the research questions from an etic viewpoint.
To this point the discussion has presented opposing positions, positivism versus naturalism, and has introduced 
differences between qualitative and quantitative approaches. In relation to this thesis, using solely the self- 
reporting Welsh Health Survey 1998 (NAW, 1999), the method can only be described as quantitative in nature as all 
these data collected is mainly nominal and interval and there is no relationship between the researcher and those 
being researched. Future research, using qualitative mediods, could enrichen the analysis. Alternatively, a 
combination of considering a research question from both an emic or etic perspective at the same time could be 
considered. Using both approaches could supply each others lack. Over recent years, many have questioned 
whether one can draw the best from each opposing paradigm in a holistic, combined approach to enquiry. This is 
commonly referred to as the qualitative-quantitative debate
The positivism versus naturalistic research debate
It is important to note that one does not choose a research methodology and method before writing the research 
question; both should evolve from the type of question asked. Brink and Wood (1988) stress that the type of 
method chosen is influenced by what is already known. Thus, where there is little knowledge of the topic area, the 
researcher would want to collect as much information as possible through unstructured observation, open-ended
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interviews and questionnaires. When more is known about the variables, methods are chosen to examine 
relationships through more structured observation and interviews. Finally, when knowledge is gained, one can put 
this to the test through controlling the situation and the variables. The methods chosen may be quantitative, 
arising from a positivism paradigm or qualitative, arising from a naturalistic paradigm, and in many cases a 
combined approach may be the best mode of inquiry (Monte and Tingen, 1999). Qualitative approaches are also 
useful in raising and refining the research questions in the first place. However, some argue that one cannot 
combine two approaches that evolve from very different philosophical underpinnings even though there are 
commonalities (Lincoln and Cuba, 1985: Bank, 1993). Polit and Beck (2004) expound the common features of 
both approaches as having the ultimate goal of gaining understanding, empiricism or gathering and analysing 
external evidence. Both methods involve collecting data through the researcher's senses, reliance on human 
cooperation, ethical constraints and research limitations. These common features are an advantage when research 
questions may indicate the need for a method from both the quantitative and qualitative research design. In 
particular, within health care research the holistic nature of services, in terms of their integrated and multi- 
disciplinary characteristics, lend themselves very much to a combined approach. Of course, there are aspects of 
health care that require very specific methods such as the random controlled trial for testing new treatments, but 
even these are not without their limitations and could benefit from a more rounded approach to the impact of 
such treatment on peoples' lives.
Giddings and Grant (2007) are proponents of the mixed method approach and have highlighted that it has been 
significantly influenced by pragmatism and postpositivism. Pragmatism is not necessarily a paradigm in itself but an 
ideological position within a paradigm; one of getting the job done. For pragmatists, there is value in the 
practicality of designs and their wide range of uses (Morgan, 1998). Giddings and Grant (2007) define postpositivism 
as being a paradigm developed from positivism as a moderate form. For example, a core positivist assumption is 
determinism, which is the belief that effects have a determinable cause. According to Giddings and Grant (2007), 
the postpositivist viewpoint would not view cause and effect in such a linear form but perceive the outcomes as a 
result of complex factors, which interact, with their outcomes. This view is support by the popularity in the 
scientific community for multivariate causal analysis in many types of research studies today. One other important 
feature of positivism is objectivism where there is a belief that reality exists out in the world and can be observed, 
measured and understood. Giddings and Grant (2007) have noted that the postpositivist viewpoint differs greatly 
on this and takes the view that reality is socially and culturally constructed. Thus, researcher objectivity is not 
always possible. Importantly, the postpositivist viewpoint stresses that the methods chosen in research are guided 
by the question and can involve multiple methods. This assumption is integrated into modern day research and a 
common term used is triangulation. This is a combination and comparison of multiple sources of data, procedures 
and methods as expounded by Tashakkori and Teddlie (2003). These new approaches are becoming quite popular 
in research and are commonly known as mixed methods research. It is important to note, however, that this can
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cause confusion among researchers and Giddings and Grant (2007) warns that there is often a lack of clear 
understanding on what is exactly mixed; research methods or methodologies.
Giddings and Grant (2007) reveals that the ingredient most commonly found in mixed methods research is the 
methods, not the methodologies. Methodology refers to the theoretical assumptions and values underpinning the 
research approach and Giddings and Grant (2007, p 54) defines it as the thinking tool that guides the researcher in 
the way the questions are framed, methods are chosen and forms of data analysis used. In contrast, methods ate 
more practical and are the tools for collecting and analysing data. Some methods are more closely aligned to one 
particular methodology than another. For example, randomised controlled trials are closed associated to the 
quantitative methodology. Giddings and Grant (2007) stresses that problems arise when methodologies, not 
methods, are mixed in one research project and where methodologies cross paradigm boundaries because the 
underlying assumptions are contradictory.
Clarke (1997) notes that many authors on both sides of the qualitative-quantitative debate have compounded 
inappropriate conceptualisations by failing to effectively highlight the philosophical assumptions beneath their 
methods. It was thus important to clarify the underpinning methodology and methods for this thesis.
Underpinningphilosophy and research methods in this thesis
The researcher of this thesis has been considering the problem of poor physical health in those experiencing an 
enduring mental health problem for many years, as described in the background and rationale earlier. From the 
literature review, there was limited specific evidence that one could utilise to influence policy and practice for the 
unique situation Wales finds itself in relation to health. Reflecting on Brink and Wood's (1988) earlier analysis, 
where little is known, one should initially gather as much evidence as possible. From a pragmatic viewpoint, the 
Welsh Health Survey 1998 (NAW, 1999) had already collected a large amount of data, •which may be specific to a 
large population of people with an enduring mental health problem; however, these data were hidden and had not 
yet been analysed in relation to the questions for this thesis. Thus, at this point of the researcher's enquiry to 
answer the ontological question, a positivist paradigm underpinned the research methodology and methods. 
Secondary analysis of quantitative data, collected through a large population health survey, would be utilised as the 
main method. The relationship between the researcher and that being studied (the epistemologic question) was 
one of an observer in this thesis, as there was no involvement with the population being sampled. In relation to 
how knowledge should be obtained to answer the research questions of this thesis, a quantitative methodology 
was chosen and the method of secondary statistical analysis utilised. The collection of data of a quantitative 
nature, with associated statistical tests, lends itself to an interpretation of these data as numbers, percentages and 
odds ratios and a potential emphasis on generalisability of the findings. The Welsh Health Survey 1998 (NAW, 1999) 
collected a large amount of data, from a large sample of people covering all regions within Wales and it is
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considered as the main data source for prevalences of physical ill-health within the principality. GeneraHsability is 
a very important outcome when collecting an interpreting data and will be considered later in this chapter.
The researcher was mindful that this thesis was part of a journey to achieving the overall aim, that being to inform 
policy and practice influencing the quality of life for those with an enduring mental health problem living in Wales 
through an analysis and exploration of the physical ill-health inequalities and inequities that may exist. Whilst the 
Welsh Health Survey 1998 (NAW, 1999) was used from a pragmatic perspective, following statistical analysis, the 
researcher was mindful that other relationships may emerge particularly in relation to constructs of physical ill- 
health in those with an enduring mental health problem. This may warrant answering the questions from a 
different viewpoint, possibly from the naturalistic paradigm, and is considered by the researcher as a methodology 
to be considered for future research studies on this topic area. Ethnography is particularly persuasive as a 
methodology as viewing the construct of health from the viewpoint of those experiencing an enduring mental 
health problem is important, particularly on reflection of the discussion within the literature review of this thesis. 
However, at this stage of the inquiry, an approach such as ethnography was not chosen, mainly because it would 
have had to have been conducted alongside these data collection of the Welsh Health Survey 1998 (NAW, 1999) to 
make it contemporary. In hindsight, it would have been very useful to return to random samples of those 
reporting an enduring mental health problem within the Welsh Health Survey 1998 (NAW, 1999) and explore the 
social context in which they lived day to day, the attitudes expressed to them by others, their own perspectives on 
health and a case history on how their mental and physical health problems developed. Also, a qualitative analysis 
of the practices of the primary health care team, including general practitioners, psychiatrists and mental health 
nurses, would be beneficial. These are research methods, which may be utilised by the researcher in future 
longitudinal work exploring the research objectives and questions. For this thesis, methods were chosen based 
upon the quantitative methodology influenced by a pragmatic approach to the subject. As Pike (1954) describes in 
the etic approach, studying, identifying and describing any newly found data should be performed before 
exploring the particular culture within which the new data have been found. Thus, the secondary analysis of the 
Welsh Health Survey 1998 (NAW, 1999) may lead to further research questions which might be better approached 
utilising a qualitative methodology such as ethnography.
Methods
The methods employed within this thesis were solely statistical in nature, analysing the Welsh Health Survey 1998 
(NAW, 1999) dataset utilising Statistical Package for the Social Sciences, commonly known as SPSS (version 
12.0.2 for Windows, 2004). These data have already been collected in 1998 and the main method was thus 
secondary analysis. Polit and Beck (2004) define secondary analysis as involving the use of data gathered in a 
previous study to test new hypotheses or explore new relationships. Polit and Beck (2004) have noted that in 
many studies researchers collect more data than they can report on and secondary analysis is efficient and 
economical as these data collection itself is the most time-consuming and expensive part of any research project.
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Certainly the Welsh Health Survey 1998 (NAW, 1999) collected a surplus of data, of which only a small proportion 
was published. Four main uses can be made of existing quantitative data post the original analysis;
1. Variables and relationships previously unanalyzed can be explored, as in this thesis.
2. Data collected for non-research purposes can be explored.
3. The secondary analysis can focus on a particular subgroup, as in this thesis.
4. The unit of analysis can be changed and/or data aggregated.
Polit and Beck (2004) stress that those undertaking secondary analysis must undertake preparatory activities 
involving a thorough assessment of these data set in terms of its appropriateness to the research questions, 
adequacy of diese data quality and technical usability of these data. These criteria were examined in the 
preliminary research of this thesis. The dataset, provided by the NAW Statistical Health Unit, was saved as an 
SPSS file and this provided an excellent platform from which to conduct the work. Permission was sought from 
the NAW Statistical Health Unit to use these dataset for this research study (Appendix V). Ethical approval was 
not required for the study as these data were in the public domain and could not be traced to any individual or 
address.
The Welsh Health Survey 1998 (NAW, 1999) is an epidemiological research study. Epidemiology is a scientific 
research method concerned with observing, measuring and analysing health-related occurrences in human 
populations (Trichopoulos, 1996). This type of research is the bedrock of health service planning and 
rationalisation of resources. Mulhall (2000) describes how social epidemiology has recently come to the fore in its 
investigation of the impact of social inequalities and poverty on health status. However, this type of approach 
must be of a high quality in relation to its method, sampling frame and how it relates to socioeconomic influences 
to be successful and generalisable. The Welsh Health Survey 1998 (NAW, 1999) collects health and social data and 
reports these as prevalences. Prevalences are useful ways in which to present data from large population surveys 
and are within the domain of descriptive type studies. Polit and Beck (2004) have noted that prevalence studies are 
performed to determine the rate of a condition at a particular point in time; it is a snapshot of the population at 
risk to determine the extent to which the condition of interest is present. The formula is;
Number of cases with the condition or disease at a given point in time X K 
Number in the population at risk of being a case
Kis the number of people for whom the researcher wants to have the rate established. For example, per 100, 1000 
or 100,000 population. Within the Welsh Health Survey 1998 (NAW, 1999) prevalence rates were presented as a 
percentage, which to many people with limited or no research background is easier to understand. For example, 
for heart disease in Wales the prevalence is reported as 20.8% (n = 5,954). The base number of those sampled was 
28,624 people, thus the formula for prevalence per 1000 population is;
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5954 = 208 cases per 1000 
28624
Thus, to simply convert the reported prevalences within the Welsh Health Survey 1998 (NAW, 1999) from 
percentages to rates per 1000, then multiply by 10. This was not performed in the Welsh Health Survey 1998 (NAW, 
1999). Related to prevalences is standardisation and within the Welsh Health Survey 1998 (NAW, 1999), data were 
weighted for age and sex as a total sample and by local authority, however the formula used was not revealed. The 
weighting was conducted on the clean data using mid-year population estimates for sex and age within each of the 
22 unitary authorities. Due to the researcher splitting the whole sample of respondents into two different groups, 
it was necessary to re-calculate the standardisation rates. Standardisation overcomes the problems of presenting 
crude rates, which may mask differences in age or sex. For this thesis, a standardisation method was utilised as 
recommended by Koepsall and Weiss (2003) who describe the effect of confoundingvn research. According to 
Koepsell and Weiss (2003), confounding occurs when the measured association between exposure and disease 
occurrence is distorted by an imbalance between exposed and non-exposed persons with regard to one or more 
other risk factors for the disease. Within this thesis, it was proposed that age, sex and social class were potential 
confounding factors. Even though the sample of the Welsh Health Survey 1998 (NAW, 1999) was weighted, when it 
was divided into two samples, the characteristics would change. For example, would the mental health sample be 
older, more likely to be female and of a lower social class? If so, how -would the researcher know that these were 
not skewing die results somehow? If the sample of people with an enduring mental health problem was older then 
how would the researcher know that age was the factor causing possible ill-health rather than the experience of 
having an enduring mental health problem? These potential biases were important to explore and Koepsell and 
Weiss (2003) present a useful formula for examining such questions, presenting prevalence as adjusted rates per 
1000 rather than an un-adjusted crude sample. The following example reveals how the formula works (Table 4);


























































f MHG = mental health group
g Non-MHG = non mental health group
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In this example, the rate of angina in those with an enduring mental health problem is 100.7 cases per 1000 and 
for those not reporting an enduring mental health problem 46.1 cases per 1000. These are termed as 'crude rates'. 
In both groups the rate of angina rises with age and the mental health sample were generally older; 60% over 45 
years, compared to 51% for those not reporting an enduring mental health problem. Examining these crude rates 
the ratio is 2.2. However, as the mental health group is older, and angina is generally a disease of older people, it is 
important to somehow take into account the effect of age. Koepsell and Weiss (2003) present a formula for 
adjusting for that effect, otherwise known as standardisation. The approach suggested by Koepsell and Weiss 
(2003) involves calculating what would have been the overall rate of angina if both sample groups had the same 
age composition. A reference population is chosen, the simplest being a combination of both populations in the 
Welsh Health Survey 1998 (NAW, 1999). The formula involves applying the age-specific rate for each individual 
sample group and then adds up die expected rates of angina across the age categories. The result in Table 5 reveal 
that the numbers of people with angina one would expect per 1000 population if the samples age-specific rate had 
operated on the reference populations size and age distribution.
























































When standardisation is applied the adjusted rates are different and a drop for the mental health sample is evident; 
90.7/1000 compared to a crude rate of 110.7/1000. However, even taking this into account the ratio remains 
high. The adjusted ratio is now 1.9 compared to the crude ratio of 2.2 reported earlier. One can conclude from 
this sample that even when age is taken into account, those reporting an enduring mental health problem are more 
likely to experience angina 1.9 times more than those not reporting an enduring mental health problem. Koepsell 
and Weiss (2003) have highlighted that the choice of the standard population is an arbitrary one. To test this, the 
mid-year population estimates for Wales in 1998 were applied to the above Table to examine if this would make a 
difference. The comparative adjusted rates were 94.4 per 1000 (mental health group) and 49.2 per 1000 (non- 
mental health group), however the adjusted ratio was the same; it was 1.9. This was tested across a number of 
health outcomes such as cancers and respiratory diseases and similar results were achieved. For this reason, the 
combination of sample populations was used as the reference group as the preferred method.
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The methods and limitations of the Welsh Health Survey 1998 (NAW, 1999) have been described earlier in Chapter 
Four and for this thesis, the main method employed was conducting an in-depth statistical analysis of two sub- 
research samples within the main dataset. These sub-samples being those respondents answering positively to 
Question 31 (n = 3,897) and those who did not (n = 24,672). For the purposes of clarity, those answering 
Question 31 positively, represented in graphs and tables, were be labeled MHG (mental health group) and those 
who did not answer positively were labeled non-MHG (non mental health group).
Data analysis; descriptive and univariate statistical analysis
Data quality
Altaian (1991) highlights that before analysing a set of data it is important to check as far as possible that these 
data seem correct. Also, it is important to screen these data to identify features that may cause difficulty during the 
analysis. These include missing data, outlying values and the possible need for data transformation. The Welsh 
Health Survey 1998 (NAW, 1999) was obtained as a whole dataset and the technical report accompanying it 
described the sampling technique, piloting of the questionnaire, response details, coding, data entry, analysis, non- 
response analysis, survey error and confidence intervals. Aspects of these were discussed in Chapter Four. The 
survey is generally accepted as a sound epidemiological study and has been used by research teams such as 
Skapinakis et al (2005). These data were further prepared by the researcher of this thesis to attempt to answer the 
aims and research questions by receding question 31 into mental and non-mental health samples.
Data management, modification and testing
Data within the Welsh Health Survey 1998 (NAW, 1999) were predominantly nominal (for example, category of 
illness) and ordinal (for example, social class I, II, III, etc). There -were no scale data, and such data if collected 
within the Welsh Health Survey 1998 (NAW, 1999) were transformed into a ranked order. The independent variable 
Age was an example of this technique. The statistical analysis was therefore mainly non-parametric. Choosing the 
right type of statistical test is absolutely essential in research. Peat and Barton (2005) state that selecting the correct 
test to analyse data depends not only on the research study design but also on the nature of the variables being 
collected. Peat and Barton particularly stress that it is of paramount importance that the correct test is used to 
generate P values and to estimate the size of the effect. If one uses an incorrect test this will inviolate the statistical 
assumptions of the test and may lead to potential bias in the P values. Polit and Beck (2004) define parametric 
tests as having three attributes; they involve the estimation of a parameter, they require measurements on at least 
an interval scale and they involve several assumptions, including normal distribution in the population. In 
contrast, non-parametric tests involve less restrictive assumptions about the shape of the variables distribution. 
Polit and Beck (2004) advise that non-parametric tests are most useful when data cannot be construed as interval- 
level or when the distribution is markedly non-normal. In light of these assumptions, the researcher chose non- 
parametric statistical tests as the Welsh Health Survey 1998 (NAW, 1999) collected nominal and ordinal data. Also,
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the reported disease prevalences skewed with a bias toward age. For example, there are very few diseases, which 
would present a bell-shaped normal distribution pattern as prevalence in many categories increases with age.
Within the thesis, the first part of the analysis involved reducing the responses into sets of data to describe it and 
compare it This univariate analyses aimed to ascertain if there were any statistically significant differences in 
characteristics between those reporting an enduring mental health problem and those not reporting an enduring 
mental health problem. As well as a simple ordering of these data, univariate analysis is also useful in identifying 
potential variables of interest to be included within multivariate analysis. For the univariate analysis it was 
important to simplify the understanding of a large amount of data. Percentage and frequency calculations were 
used to present prevalence statistics. Within the Welsh Health Survey 1998 (NAW, 1999) 29,569 respondents 
completed, in full, a 62-item questionnaire providing 399 variables within the SPSS file. Data within Question 31 
was re-coded and presented as die two sub-research samples; MHG (mental health group; n = 3,897) and non- 
MHG (non-mental health group; n = 24,672). Within the thesis, the demographics of each research sample group 
were initially presented to compare the variances between the non-mental health group and the mental health 






The initial analysis provided an overview of the two research sample groups which was then cross-tabulated with 
the following physical health problems;
1. Angina 12. All cancer diseases
2. Heart attack 13. Asthma
3. Heart failure 14. Emphysema
4. Hypertension 15. Pleurisy
5. Other heart disease 16. Tuberculosis (TB)
6. All heart diseases 17. Bronchitis
7. Lung cancer disease 18. Other chest diseases
8. Breast cancer disease 19. All chest diseases
9. Bowel cancer disease 20. Arthritis
10. Skin cancer disease 21. Back pain
11. Other cancer disease 22. Varicose veins
	23. Diabetes
These twenty-three physical health problems were chosen not only because they represent the broad spectrum of 
diseases (mainly chronic) that people experience from as adults, but also they are all linked to National Service 
frameworks (NAW, 2001b and 2003c) and ImprovingHealth in Wales (NAW, 2001c) and these physical health
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problems were also prevalent within the literature review. Specifically, cardiovascular heart diseases, cancer 
diseases, respiratory diseases and diabetes. Data were presented in tables demonstrating the valid percentages with 
numbers and missing cases. Where valid percentages were not possible, actual percentages and missing cases -were 
shown. Chi-square statistics were also presented at the 95% confidence interval to demonstrate potential 
associations between those who reported an enduring mental health problem and those who did not report an 
enduring mental health problem.
The Chi-Square test is designed for the examination of relationships between mainly nominal data. Brink and 
Wood (1988) describe it as a test based on the assumption that if there is no relationship between two or more 
variables, then the likelihood of individuals in a research sample falling into the various categories of each variable 
is a chance occurrence. The Chi-square test identifies the significance of any true departures from the frequencies 
that would be expected by chance. Thus, according to Brink and Wood (1998), when a researcher discovers more 
subjects in one category than would be expected by chance, an interpretation can be made that this finding is an 
association between the two variables being tested. At a 95% confidence interval, the researcher would accept that 
there is a significant relationship on scores of P < 0.05. This test would be an obvious choice for the research 
study as it aimed to compare two research samples on a number of variables. Cross tabulations were calculated 
using the following templates;
1. Non-Mental Health Group /Mental Health Group X Physical Health Problems
2. Non-Mental Health Group /Mental Health Group X Physical Health Problems X Gender
3. Non-Mental Health Group/Mental Health Group X Physical Health Problems X Social Class
4. Non-Mental Health Group/Mental Health Group X Physical Health Problems X Unitary Authority
As an example, within the second template (Bullet 2 above) the analysis deals not solely with the prevalence of a 
condition within a research sample, but with the increased prevalence attributable to gender factors. It may help to 
answer questions such as 'Does an enduring mental health problem appear to have a greater effect on physical health for men than 
for women — or vice versa?
A relative risk ratio analysis was performed on the prevalences. This is a simple division of one parameter by 
another. This calculation is useful, not only to demonstrate a difference between prevalence scores if any, but to 
simply measure the size of that difference. For example, below are two prevalences for a disease category;
A Non mental health group 2.5% 
B Mental health group 7.5%
The ratio is a simple calculation whereby B is divided by ̂ 4, -which produces a ratio statistic of 3.0. The disease is 
thus three times more prevalent in the mental health group than the non-mental health group. Valid percentages 
were used in the relative risk ratio analysis. Polit and Beck (2004) refer to this simple statistic as relative risk
152
'whereby this is an estimate of risk of 'caseness' in one group compared to another. It is an important index in 
determining the contribution of risk factors to a disease or condition and would provide a useful indicator of risk 
within a population, easily understood by professionals in practice.
Two levels of area analysis were chosen; all-Wales and unitary authority. The unitary authority level was chosen 
for three main reasons;
1. It matched the method of analysis and presentation by the Welsh Health Survey 1998 (NAW, 1999), thus 
making comparison easier.
2. Strategy in Wales and resources are stratified by unitary authority; thus useful for targeting resources and 
priority setting.
3. Local Health Boards in Wales are aligned to unitary authorities.
It was recognised that to examine the relationship between the prevalence of diseases and geographical area 
(unitary authority) demands a mudi-level model of analysis, which explores a wide range of social demographics. 
This was beyond the scope of this study, however it was useful to examine area level differences in the 
consideration of inequity. The Welsh Health Survey 1998 (NAW, 1999) has collected a range of lifestyle data and 
there was further exploration of the two sample groups in relation to smoking, alcohol intake, Body Mass Index 
(BMI), diet and deprivation. These variables were also prevalent as risk factors within the literature review. 
Deprivation "was computed utilising the National Welsh Assembly of Wales Index of Deprivation linked to unitary 
authority (NAW, 2000). There was an index available in 2004 (NAW, 2004), however, a date chosen closer to the 
Welsh Health Survey 1998 (NAW, 1999) was felt more appropriate. Unitary authority data were nominal and to 
ensure it was ranked, theses were attributed deprivation scores (NAW, 2000) and an order of least deprived to most 










Rhondda, Cynon, Taff 73.3
Denbighshire 74.9
The Welsh Local Government Association commissioned Oxford University to develop the Welsh Index of 
Multiple Deprivation in 1999. The subsequent model developed combines a number of variables and the most 
recent version (NAW, 2004) is made up of seven separate domains; income, employment, health, education, 














































index of multiple deprivation. For the assessment of deprivation, Wales is divided into 1,896 lower areas (Lower 
Layer Super Output Areas) each having about 1,500 people, middle layers of 7500 people and upper layers of 
25,000 people. This sophisticated method of measuring deprivation is well recognised as the method on which to 
base a number of decisions in the annual allocation of resources in Wales. The version of the Welsh Index of 
Multiple Deprivation chosen for this study was that conducted in 2000 as it was close to the year 1998. The 
methods have been improved since that study, however, it was certainly robust enough to utilise within this thesis. 
In 2000 electoral divisions within Wales (n = 865) were scored using the Index of Multiple Deprivation and a 
Table of highest and lowest index scores produced. For this thesis, the highest index score was chosen as a 
method of ranking each local authority. This was by no means the only method for ranking each local authority as 
one can analyse these data in many ways to produce different rank orders. For example, one can rank unitary 
authorities on the percentage of electoral divisions among the most 40% deprived areas in Wales, or at 20%, 60% 
or 80%. Alternatively, one could rank unitary authorities by the lowest index score. The highest index score was 
chosen to rank the unitary authorities. It seemed to offer the most pragmatic way of ranking unitary authorities 
and reflected general consensus of which parts of Wales -were the most or least deprived. A limitation to this, of 
course, is that even within the least deprived areas there may be pockets of high deprivation. The most recent 
report from the NAW (2004) uses a revised method, which has improved on the method used in 2000. Rank 
orders show similar patterns of deprivation in Wales with industrialised and valley community areas being among 
the most deprived. Recognising the limitations of ranking the unitary authorities in this way, the analysis will 
cross-check the results of regression with reported prevalences of physical health problems in each local authority.
In summary, the initial phase of the statistical analysis aimed to describe and summarise a large amount of data 
within the Welsh Health Survey 1998 (NAW, 1999) though univariate analysis using techniques such as prevalences, 
relative risk ratios and cross-tabulations, focusing on those self-reporting mental heahh problems and those not 
reporting an enduring mental health problem in response to Question 31; ''Goes an enduring mental health problem 
appear to have a greater effect on physical health for men than for women — or vice versa?
Using regression of physical health problems, age, gender, social class, unitary authority and 
lifestyle factors within the analysis
Regression was predominantly chosen to analyse the evidence in relation to the first research question in this 
thesis; Does an enduring mental health problem make an individual more prone to a physical health problem? Whilst the 
preliminary research indicated a link between those who have an enduring mental health problem and elevated 
levels of reported physical disease, it was important to establish if having an enduring mental health problem, 
above all else, was an important factor. Whilst it was not possible to establish causation, regression was utilised as 
a method to explore this key research question. Having an enduring mental health problem was the focus in this
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question, however, other variables added into the equation (for example, social class) were equally important to 
consider in their potential influence in the development of physical health problems.
The Welsh Health Survey 1998 (NAW, 1999) has yielded a large amount of data and descriptive analysis. Whilst 
extremely useful in understanding the significance of these data, the survey does not reduce these data into 
manageable portions to look for associations, which may not be initially apparent. Regression analysis assisted the 
researcher to achieve this and •was utilised to manage the large amount of data, as well as examining the predictive 
value of these data in relation to potential disease states in people with mental health problems. The relationship 
between mental and physical health, strong though it is, is only one relationship among many. Other factors may 
be at play. For example, age has a strong positive relationship with physical health; older people have poorer 
physical health than younger people. These are examples of zero-order relationships, demonstrating how two 
variables are simply related when one does not take other factors into account. As a result of this, it could be very 
easy to draw false conclusions from the thesis and it was important to safeguard against such. A more 
sophisticated, and safer approach, would be to calculate how much effect each predisposing factor had, -when 
other factors have been taken into account. This belongs to the field of multivariate statistics. For many datasets, 
particularly those that contain data at the ratio scale level of measurement, multiple regression is a first technique 
to attempt. Multivariate statistics can overcome the potential weaknesses within a univariate approach which may 
ignore the possibility that a collection of variables, each of which is weakly associated with the outcome, can 
become an important predictor of outcome when taken together. For this reason, it is also desirable to try to take 
account of the relationships between the predictor variables in order to determine their relative influence. The 
strength of multivariate method is that it accounts for the complex, simultaneous interactions between explanatory 
variables, aiming to determine the contribution of each to the eventual outcome. Leech et al (2003) describe how 
multiple regression, as an example of a multivariate method, is built on the foundation of how variables correlate 
with one another and unlike a linear process, it adds independent variables to improve the prediction of the 
dependent variable. The goal is to find a combination of independent variables that explains most of the variance 
in the dependent variable. According to Leech et al (2003), this makes it a stronger test than simple linear 
correlation tests, however, it will not indicate that the independent variable causes changes in the dependant 
variable. Potential errors are also a problem within any type of multiple regression and will be discussed later.
linear And Multiple Regression Analysis
Regression differs from correlation and Altaian (1991) notes that the latter only indicates the strength of an 
association between variables as a single number; it does not describe that association. Regression attempts to 
describe the relation between two variables and thus be able to predict the value of one variable for an individual 
when researchers only know the other variable (Altaian, 1999). Field (2000) describes how regression analysis is a 
method whereby the researcher fits a predictive model to these data and then uses that model to predict values of
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the dependent value from one or more of the independent variables. There are two types of regression; simple 
regression, which attempts to predict an outcome from a single predictor, and multiple regression which attempts 
to predict an outcome from several predictors. For this thesis, this type of analysis was considered by the 
researcher as it could have been useful in understanding the relationship between the findings in relation to mental 
health problems and characteristics of the person, and help predict scenarios where ill-health may occur. 
However, regression analysis works best with scale and ordinal data, and most of the independent variables in the 
Welsh Health Survey 1998 (NAW, 1999) were nominal and the outcome variables (physical health problems) 
categorical. For example 0 = no heart disease and 1 = heart disease. Therefore linear regression, whilst useful, may 
have over complicated the analysis and may not have assisted the researcher understand which -was the best 
predictor of a disease in people with an enduring mental health problem. On reflection of this, and working 
through some examples as described, the researcher concluded that binary logistic regression was a better 
analytical process within this thesis. However, the process of working through the linear and multiple regression 
examples did increase the researcher's personal knowledge and understanding of this statistical process.
The understanding of this analysis was drawn predominantly from the work of Andy Field (2000) whose book 
Discovering Statistics using SPSS for Windows' provided an excellent learning resource for the researcher, 
specifically his working examples which have been adapted for use in this section.
Binary Logistic Regression Analysis
Peat and Barton (2005) define binary logistic regression not as regression analysis in the classic sense but as a 
mathematical method to measure the effects of binary risk factors on a binary outcome variable -whilst adjusting 
fot inter-relationships between them. Conversely, Field (2000) defines binary logistic regression as multiple 
regression but with an outcome variable that is a categorical dichotomy and predictor variables which are 
continuous or categorical. Peat and Barton (2005) have noted that the outcome variable in binary logistic 
regression normally reflects the presence or absence of a condition or disease. This seemed to offer a useful tool 
for analysing these data collected in the Welsh Health Survey 1998 (NAW, 1999), as it collected mainly dichotomous 
data. The equation for binary logistic regression is similar to linear and multiple regression but the resulting value 
will lie between no disease (0) and disease (1). A value close to 0 indicates disease has not occurred, whilst close to 
1 indicates that it has very likely occurred. For this thesis, values will be assessed as being between not reporting a 
physical health condition (0) and reporting physical health condition (1); a wide range of physical health problems 
will be examined. Field (2000) points to the usefulness of binary logistic regression in social sciences where it has 
application to formulate models about the sort of factors that might determine the outcome of a disease. He also 
has demonstrated its main differences with normal regression where a simple linear regression predicts Y from an 
equation of a straight line as follows;
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Equation 2 Simple linear regression predicts Y from an equation of a straight line (Field, 2000)
Y = Bo + B, X, + Ei
The Y intercept is Bo, the gradient of the straight line is Bi, the value of the predictor variable is X, and the 
residual term is Ei. According to Field (2000) if we know the values of Y and Xr the unknown parameters can be 
estimated to find a solution for which die squared distance between the observed and predicted values of die 
dependent variable is minimised. This has been previously described as die method of least squares. When one 
uses binary logistic regression, Field (2000) stresses that instead of predicting die value of a variable Y from a 
predictor value X; (or several as in multiple regression) the prediction of die probability of Y occurring given 
known values occurs instead. The key word here is probability. The equation is as follows;
Equation 3 Prediction of the probability of Y occurring given known values (Field, 2000)
\ + e - (BO + Bl XI + Ei)
Field (2000) also notes diat it is important to note that •whilst tiiere are similarities between linear and binary 
logistic regression, there is a valid reason why linear regression cannot be applied to outcome variables, which are 
dichotomous (for example, 1 or 0). Field (2000) also reiterates diat the assumption of linear regression is that the 
relationship is linear for the model to be accurate and Berry (1993), cited by Field (2000), proposes diat where die 
variable is dichotomous this assumption is usually violated.
When one employs binary logistic regression it is important to understand the binary logistic regression curve. 
Write (2004) describes diat within binary logistic regression the relationship between the predictor and the 
predicted values is assumed to be non-linear and the logistic curve (rather dian line) is S shaped or sigmoidal. An 
example can be seen in the following graph (Figure 10, page 158);
157











According to Write (2004), the curve never falls below zero and the predicted values obtained can be interpreted 
as probabilities. Where die dependent value is coded as 0 and 1, the binary logistic regression analysis predicts a 
probability value that an observation can be attributed to the group designated as 0 and predicts a separate 
probability value that the observation belongs to the group named as 1. Write (2004) notes diat the observation is 
assigned to the group having die higher predicted probability and also presents the method for interpreting the 
coefficient for the predictor variable. Write (2004) also points out diat this requires an understanding of odds and 
fora dichotomous variable the odds of membership in the target group are equal to the probability of 
membership in the target group, divided by the probability of membership in the other group. For example, if the 
probability of membership in the target group is .50 then the odds are 1 (.50/.50) and if the probability is .8, the 
odds are 4 (.80/.20). Write (2004) adds that odds values can range from 0 to infinity and diis concept informs us 
how much it is likely that an observation is a member of die target group than the other group. For Write (2004), 
the odds ratio estimates the change in odds of members in the target group for a one-unit increase in die 
predictor. For example, if the outcome variable is hypertension (1 = hypertension and 0 = no hypertension), the 
predictor is agin categories (1 = 18-19; 2 = 20-24; 3 = 25-29) and the odds ratio is 3.5, then for each increase in 
age group for a person (a unit change) die odds of having hypertension increases by 3.5 widiin binary logistic 
regression. Write (2004) also stresses diat die logistic curve calculated is only one of many possible curves diat can 
be obtained. Whilst remaining a general S shape, Write (2004) describes how each combination of coefficients for
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the predictor and the constant term produces a different binary logistic regression curve. To demonstrate this 
following figure (11) demonstrates two curves from two research samples.
Figure 11 Logistic 5 curve examples (Write 2004)
12
10




Write (2004) points out that the odds ratio is smaller for a curve with a smaller coefficient and the curves are 
different because there are different values for the predictor coefficient, although the constant remains the same. 
Within a steep curve, there is a larger predictor coefficient and for Write (2004) a curve of this nature represents a 
stronger association between the predictor and the odds of membership in the target group.
Peat and Barton (2005) stress that the research sample size for binary logistic regression should be large because a 
cell is generated for each unit of the variable. When using SPSS to calculate this method, Field (2000) also 
describes that the values of the parameters are estimated using a maximum-likelihood method, which selects 
coefficients that make the observed values most likely to have occurred. Field (2000) notes that as in multiple 
regression, researchers can try to fit a model to these data to estimate values of the outcome variable from known 
values of the predictor.
As an example, and to support the learning of this method by the researcher, hypertension reported by those with 
an enduring mental health problem was entered into the analysis as the dependent variable with 0 = no 
hypertension and 1 = hypertension. The presence of disease was entered as the dependent variable and other 
factors such as age, gender, social class and unitary authority were entered as the independent variables which 
were to be studied as potential predictors.
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Three models were entered into the Categorical predictor values;
Model 1 Age
Model 2 Gender
Model 3 Social Class and unitary audiority
A Forward Stepwise analysis was chosen for this example. Altman (1991) describes how the first step in many 
analyses of multivariate data aims to examine the simple relationship between each potential explanatory variable 
and the outcome variable of interest ignoring all the other variables. Linear regression is thus conducted on each 
variable in turn and forward stepwise regression analysis uses this as its starting point. Altman (1991) categorises 
this down into a few steps;
1. Finding the single variable that has the strongest association with the dependent variable and enter it into 
the model; this is the variable most highly correlated with the dependent variable.
2. Finding the variable among those not in die model that, when added to the model so far obtained, 
explains the largest amount of the remaining variability.
3. Repeating point 2 until the addition of an extra variable is not statistically significant.
Within die SPSS program, Field (2000) notes that stepwise analysis decisions about the order in which predictors 
are entered into die model are based upon a matiiematical criterion and in the forward mediod an initial model is 
defined diat contains only die constant B. The SPSS program dien searches for the best predictor by selecting die 
highest correlation widi the outcome. This predictor is then retained and die second predictor is sought. Thus, if 
the first predictor can explain 30% of the variation in die outcome then diere is 70% still unexplained. Again, 
SPSS searches for die predictor, which best predicts the biggest part of the remaining 70%. When a predictor is 
added to die model a removal test is performed of die least useful predictor and throughout die process die 
model is constandy being reassessed (Field, 2000).
Examples are drawn from Fields (2000) description and tables produced by SPSS. The statistical program (SPSS) 
can decide eidier to predict diat all people reporting an enduring mental health problem have high blood pressure 
or predict diat all people reporting an enduring mental healtii problem do not have high blood pressure. SPSS will 
maximise die model's ability to predict, and the program predicts that every subject belongs to the category in 
which most observed cases fell. In the first Table of die results it predicts diat every person did not have high 








Q28.Have you ever been treated for













a Constant is included in the model, 
b The cut value is .500
The next part of the analysis displays the value of the constant as —1.227 and also produces statistics for variables 
not in the equation. A Chi-Square statistic of 258.220 (P = 0.0001) is quoted and this indicates that the coefficients 
for the variables not in the model are significantly different from zero and thus the addition of one or more of 
these variables will affect its predictive ability.


























According to Field (2000), if the significance was low, there would be no point continuing at this stage. The next 
part of the analysis examines a Table called Iteration History and the - 2 ~Log Ukelihood statistic. This is an indicator 
of how much unexplained information there is after the model has been fitted (Field, 2000). For model 1 (age) the 
statistic is between 2909.396 and 2956.557, which is large, indicating there are more unexplained observations in 
the model. However, the statistic is lower than when only the constant was added (3171.645) and this reduction 






























a Method: Forward Stepwise (Likelihood Ratio) b Constant is included in the model.
c Initial -2 Log Likelihood: 3171.645 d Estimation terminated at iteration number 5 because parameter
estimates changed by less oHan .001.
The model has a Chi-square statistic and statistical significance is also calculated. In this case it is highly significant 
indicating that Model 1 is better at prediction than when the constant was added.
















The step statistics indicates the degree of improvement in Model 1 after Age was added, and this is reported as 
significant A classification Table indicates how well the model predicts group membership.
Classification Table(a)
Observed




Q28.Have you ever been treated for













a The cut value is .500
For people reporting an enduring mental health problem the Table classifies 2208 people who do not have high 
blood pressure but misclassifies 82. It therefore correctly classifies 96.4% of cases. For those who do not have 
high blood pressure the model correctly classifies 41 (6.1%) and the overall accuracy is 75.9%. So when only the 
constant was included, the model classified correctly 26.7% of people but the inclusion of age has increased this to
75.9%.
The next component of binary logistic regression presents the coefficients for the predictors included in the 
model. B represents the change in the outcome resulting from a unit change in the predictor variable.
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a Variable(s) entered on step 1: age@l.
The Wald statistic is important and is similar to the / test in linear regression. It is usually used to ascertain 
whether a variable is a significant predictor of the outcome (Field, 2000). If the B coefficient is significantly 
different from zero then one can state that the predictor (age) is making a significant contribution to the prediction 
of the outcome. Menard (1995), cited by Field (2000), warns that there is a danger that if the B coefficient is large, 
the Wald statistic will become grossly overestimated and this is a Type II sampling error. In this example, the 
Wald statistic is significantly different from zero meaning that age is making a contribution to the outcome. The 
ExpB statistic examines odds and a value more than 1 indicates that as the predictor age increases, the odds of 
having high blood pressure increases. A value less than 1 indicates the odds decrease. In the example, the 
confidence interval is very small which is a good indication of reduced sampling error and generalisability. The 
next part of the analysis presents statistics for age if it -was removed from the model.











Sig. of the 
Change
.000
The log likelihood statistic is significant indicating that removing age from the model would affect the 
predictability of the model (Field, 2000).
Finally, Field (2000) highlights that an examination of the residuals is important to isolate points for which the 
model fits poorly and isolate points that exert an influence on the model. Residuals such as studentised, standard 
and deviation statistics all have a common feature that 95% of cases in an average, normally distributed research 
sample should have values ± 2 and 99% of cases should have values that lie within ±_ 2.5. Values which lie outside 
i 3 are cause for concern. The Cook's statistic informs us of the influence of cases indicated by a value more than 
one (Field, 2000). The following report demonstrates that values are below 1. This is normally performed for the 
first 100 cases. Leverage statistics should also lie between 0 (case has no influence) to 1 (case has complete 












































































a Limited to first 12 cases.
Obviously in such a large research sample as this thesis it makes it very hard to examine each case so an 
unstandardised value (RES_1) looks for values greater than the rest of the research sample. If cases are isolated 




























a Limited to first 11 cases.
An important part of binary logistic regression is to interpret the value of Exp B, which indicates the change in 
odds resulting from a unit change in the indicator. Field (2000) defines the odds of an event occurring as the 
probability of an event happening divided by the probability of that event not occurring. If the value of Exp B is 
1 this indicates that as the predictor increases, the odds of the outcome occurring increase and a value less than 1 
indicates that as the predictor increases, the odds of the outcome occurring decrease.
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Choosing a statistical regression model for this thesis
Field (2000) describes two main methods to enter data into a regression model; the forced entry method and the 
stepwise method. The forced entry mediod is the 'default' within SPSS and it places all the covariates into one 
single block. Parameter estimates are then calculated for each block. Field (2002) notes that some researchers 
(citbg Studenmund and Cassidy, 1987) believe diat this is the only appropriate method for theory testing as 
stepwise techniques are influenced by random variation in these data and seldom give replicable results if the 
model is retested within the same sample. This was the case when piloting runs of the analysis for this diesis, 
however variations were extremely small. Stepwise approaches fall into two main categories; forward and 
backwards. Altaian (1991) notes that the first step in many analyses of multivariate data is to examine the simple 
relation between each potential explanatory variable and the outcome variable of interest ignoring all other 
variables. Thus, a linear regression analysis is conducted on each variable in turn and a forward stepwise analysis 
uses this as its starting point. Altman (1991) highlights the steps involved;
1. Find die single variable that has the strongest association with the dependant variable and enter it into the 
model. This is equivalent to finding me variable that is most highly correlated with the dependant 
variable.
2. Find the variable among those not in the model that, when added to the model so far obtained, explains 
the largest amount of the remaining variability. This is equivalent to finding die variable with the largest 
correlation widi die residuals from die model so far.
3. Repeating die second step until die addition of an extra variable is not statistically significant at some 
chosen level such as P = 0.05.
The backwards stepwise regression method approaches die same variables from the odier direction. Altman 
(1991) stresses that the argument for using this approach is that a researcher has collected data on variables 
because he or she believes diem to be important. Therefore, researchers should fit die full model, including all of 
these variables, and then remove unimportant variables one at a time until all those remaining in the model 
contribute significandy. At each step, die variable with die smallest contribution is removed at a significance level; 
for example at P = 0.05. Altman (1991) notes that forward and backward stepwise regression approaches often 
yield the same model, but differences are not uncommon. To test this, a pilot run of several independent variables 
were analysed for their association with the dependent variable angina using forward and backward regression. The 
Exp B values were compared as in Table 6 (page 166);
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Table 6 A pilot run of several independent variables analysed for their association with the dependent 


























































It was clear that the differences between both forward and backward Stepwise regression were negligible and in 
the example above, the greatest difference for backward forward regression compared to forward step-wise 
regression for an Exp B value was 0.447 (Body Mass Index). Further runs on other dependent variables also gave 
similar results. When the forced entry method was used differences were even smaller, and again this was 
consistent for other the dependent variables when statistical runs were conducted. In the example, but not in the 
Table above, an Exp B value for Diet was indicated in die forced entry regression but its -was not significant; P = 
0.54. This was expected as it did not appear in both the forward and backwards stepwise regression as a 
statistically significant Exp B value in the last step.
Altaian (1991) states that neither approaches (forward and backward stepwise) is more correct dian the other. In 
choosing the appropriate approach it was important to reflect on the strengths and weaknesses of the methods for 
building the logistic regression model. The forced entry approach, whilst having a greater degree of control for the 
researcher, enabling a broader range of predictors to be considered, it was considered to be rather time 
consuming. Also, the differences between forced entry and stepwise approaches were minimal. The stepwise 
approach seemed to present a better model for prediction based on significance as opposed to investigating causal 
relationships in the forced entry method. It was also relevant to the exploratory nature of this thesis where existing 
theory was limited. This has been highlighted by Field (2000) as one reason for choosing the stepwise approach. 
From a pragmatic point of view it presented a quicker approach to testing many variables, does take the control 
away from the researcher and may be prone to type II sampling errors. Forward stepwise regression was chosen 
therefore for its pragmatic advantage and its usefulness in relation to exploratory research. In addition, diis 
method was assessed as no more correct than the backward stepwise regression approach.
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In summary, linear, multiple and binary logistic regression have been explored and for data collected within the 
Welsh Health Survey 1998 (NAW, 1999). Binary logistic regression was chosen as the better method to analyse the 
significance of independent variables on the physical health problems and to support, or not support, the evidence 
required for the first research question; Does an enduring mental health problem make an individual more prone to a physical 
health problem?
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Summary Of Chapter Five
Specific research questions for this thesis were; does an enduring mental health problem make an individual more 
prone to a physical health problem?; are other factors influential such as age, gender, where you live and social 
class?; are there other confounding factors such as lifestyle factors? The main method employed was conducting 
an in-depth descriptive and regression statistical analysis of two sub-samples within the main dataset. These sub- 
samples being those respondents answering positively to Question 31 (3,897) and those who did not (24,672) 
within the survey.
Twenty-three physical health problems were chosen because they represented the broad spectrum of diseases 
(mainly chronic) and percentage and frequency calculations were used to present prevalence statistics for both 
sample groups. Chi-square statistics were also presented at the 95% confidence interval to demonstrate 
associations between those •who reported an enduring mental health problem and those who did not report an 
enduring mental health problem. Cross-tabulations were performed with age, gender, unitary authority and social 
class. The Welsh Index of Multiple Deprivation (NAW, 2000) was utilised to rank each local authority for the 
binary logistic regression analysis. The Welsh Health Survey 1998 (NAW, 1999) also collects a range of lifestyle data 
and there was further exploration of the two sample groups in relation to smoking, alcohol intake, Body Mass 
Index, diet and deprivation.
Linear and multiple regression analysis were examined using examples, however these work best with scale and 
ordinal data. All the outcome variables (physical health problems) in this study were categorical therefore linear 
regression, whilst useful, may have over complicated the analysis and not help us understand which is the best 
predictor of a disease in people with an enduring mental health problem. For this reason binary logistic regression 
was chosen. One of the more crucial aspects of binary logistic regression to interpret is the value of exp B that 
indicates the change in odds resulting from a unit change in the indicator. If the value of Exp B is 1 this indicates 
that as the predictor increases, the odds of the outcome occurring increase and a value less than 1 indicates that as 
the predictor increases, the odds of the outcome occurring decrease. Regression was predominantly chosen to 
analyse the evidence in relation to the first research question in this thesis; Does an enduring mental health problem 
make an individual more prone to a physical health problem? Whilst the preliminary research indicated a link between 
those who have an enduring mental health problem and elevated levels of reported physical disease, it was 
important to establish if having an enduring mental health problem, above all else, was a factor. Of course, other 
variables may be more important. Whilst it was not possible to establish causation, regression was utilised as a 




This chapter presents a summary of the secondary analysis of the Welsh Health Survey 1998 (NAW, 1999) 
conducted over a period of two years. Discussion about the findings will follow in Chapter Seven. A large number 
of electronic SPSS output files were produced and have been saved for analysis and future reference. The 
researcher also utilised Microsoft Excel spreadsheets to organise these data from the Welsh 'Health Survey 1998 
(NAW, 1999). The printouts of the full dataset were too large to form part of the appendices of this thesis, 
however, summaries were formulated to help the researcher understand these data collected. Even these 
summaries were too large for integration into the thesis and key tables and statistics from these outputs were 
collated into a report (Appendix VI) from which this chapter has drawn overviews to provide evidence in relation 
to the research objectives and research questions (Chapter One, page 15 & 16). This chapter will initially examine 
the missing cases within the Welsh Health Survey 1998 (NAW, 1999), followed by an analysis of the two sample 
groups in relation to their social characteristics, prevalences of ill-health, associations within variables and finally, 
binary logistic regression. Both crude and adjusted prevalences will be examined -where appropriate in relation to 
the research objectives and questions.
Missing cases in question 31
There were 1,305 missing cases for question 31 (do you have a mental or nervous Illness now that you have had for 3 months 
of more?) representing 4.4% of the research sample. This percentage was similar to the missing cases of data in the 
other health related questions which ranged from 3% to 4.9% and this introduced some element of sampling error 
to the results. For example, why did people skip question 31; was this too sensitive a question for those with an 
enduring mental health problem and respondents chose to ignore it? An examination of the preceding question 
(30) and following question (32) obtained more information on this assumption. Question 30 asked Did you have 
any of these chest troubles or breathing difficulties now? and Question 32 asked Do you have any of these conditions now? (For 
example, arthritis, back pain, etc). For question 30 the missing cases were 1600 (5.4%) and for question 32 the 
missing cases were 1499 (4.9%), suggesting that question 31 was not seen more of a problem to answer than the 
previous or next question; on the contrary slightly less (Table 7, page 170).
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Table? Case Processing summary of questions 30, 31 and 32 within the health questionnaire
OSO.Do you have any of these CHEST trouble
O31.Do you have any NERVOUS ILLNESS




























100.0%a Number of valid cases is different from the total count in the cross tabulation Table because the cell counts have been rounded.
In general, missing cases were around 5% for all responses. One would normally strive to not have missing cases. 
However, in particularly lengthy self-report questionnaires such as the Welsh Health Survey 1998 (NAW, 1999), 
missing data can occur for a variety of reasons. For example, general apathy among respondents with the length of 
the health questionnaire, finding the question too sensitive to answer or not completing the questionnaire in one 
sitting and then returning to another point. Within the Welsh Health Survey 1998 (NAW, 1999) the missing values 
were coded and valid percentages were presented in its publication. For this thesis, the researcher will report valid 
percentages and numbers of cases.
Missing cases hi the cfoss-tabulations
There were variations between missing cases within the cross-tabulations. To analyse these variances a Table •was 
produced (Table 8, page 171) collating the numbers of respondents alongside each physical health problem and 
independent variable. A percentage calculation -was then performed. Within the Table, there are differences 
between those reporting an enduring mental health problem and those not reporting an enduring mental health 
problem, with the former having more missing cases in all the independent variables within all the physical health 
problems (variance range of 1.2 — 8.4 %). Social class presented the greater number of missing cases with a 
variance range of 19.0 - 22.0 % for those reporting an enduring mental health problem and 13.2 — 13.6% for 
those not reporting an enduring mental health problem. For the Welsh Health Survey 1998 (NAW, 1999) as a whole, 
the variance range for missing cases in social class within the cross tabulation was 14.0 — 14.8%. This was a larger 
number of missing cases than expected and is a limitation to this part of the analysis.
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Table 8 Missing cases for those self-reporting an enduring mental health problem, those not reporting an 























































































































































































Generalisability of the results
Also important to the reliability and validity of the research was its generalisability, which is more acceptable if 
sampling errors are considered and controlled, as discussed earlier in the preliminary study (Chapter Four). Polit 
and Beck (2004) define generalisability as the criterion used in a quantitative study to assess the extent to which 
the findings can be applied to other groups and settings. Studies which have a strong design and are reliable and 
valid are more likely to be assessed as generalisable. Strong designs will have features such as randomness and 
representiveness. Randomness is described by Brink and Wood (1988) as the degree to which the sample 
tepresents the population so that the findings from the study can be generalised to the population as a whole. The 
findings can then be considered to represent a characteristic about that population. For this thesis, being able to 
generalise from the findings with confidence was very important to support the research aim of influencing policy 
and practice within Wales.
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TheWiktiHeattb Survey 1998 (NAW, 1998) randomly selected a large sample from the population of Wales, 
attempting to send a questionnaire to 1 in every 45 adults. To increase the scope of disaggregation of results at 
local level, smaller council areas were over-sampled to achieve a target of 900 in each Unitary Authority. The 
response rate (61%) was very good. Representativeness indicates that if the researcher randomly chose for 
example 1000 respondents from the 29,874 who completed questionnaires and measured the prevalence of 
angina, and then the percentage or rate would equal or be very near the overall rate. If one repeated this with 
different random samples of 10% (n = 2898), the rate should be the same or very near. Using a feature of SPSS 
(select cases) this was possible and on three different samples of 10% of respondents there was no more than 0.3% 
difference from the overall rate of 5.8%; first sample 5.5%, second 5.9% and third 5.9%. This provided evidence 
of a robust system of randomness within the survey method and a low statistical sampling error rate. It must be 
noted, however, that a survey of non-responses in the Welsh Health Survey 1998 (NAW, 1998) had obtained some 
evidence of respondents reporting poorer health than non-respondents. Within the sub-samples of those 
reporting a mental health problem, and those not, the issue of representiveness was also important and this was a 
key feature of the preliminary study as described earlier. Within the preliminary study, compared to a known 
sample of those with a mental health problem, there were very similar prevalences of physical health problems 
giving greater confidence in the Welsh Health Survey 1998 (NAW, 1998) dataset as a valid means of researching 
physical health problems in those self-reporting a mental health problem. Within the sub-group of the Welsh 
Health Survey 1998 (NAW, 1998) of those self-reporting a mental health problem the prevalence of angina -was 
10.4%. Three random samples of 10% (n = 389) revealed no more than 0.7% difference from die overall rate; 
first sample 9.7%, second 10.3% and third 10.9%. Once again, this provided evidence of representiveness widiin 
the samples and more confidence that it represents the true values of a population, and is thus generalisable.
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Descriptive analysis: characteristics of the sample groups
Two large research sample groups obtained from the Welsh Health Survey 1998 (NAW, 1999) were compared;
1. Non-mental health group (non-MHG)
2. Mental health group (MHG: question 31 respondents)
24,672
3,897
Both sample groups were different in characteristics across age, gender, social class, and proportions in unitary 
authority and social characteristics. This section of the analysis explored data to assist the researcher to explore the 
following research question; Within Wales, are other factors influential such as; age, gender, where you live and social class"?
Age
The central tendencies of both groups could not be computed as the age recorded by respondents within the 
Welsh Health Survey 1998 (NAW, 1999) was categorised into ordinal rankings only. The difference between the age 
profile of those reporting an enduring mental health problem compared to those not reporting an enduring 
mental health problem was statistically significant (P < 0.0001). Those with an enduring mental health problem 
were generally older ^Table 9). Within the 18-24 years of age group the non-mental health research sample -were 
almost double that of the mental health group. This may have reflected diseases such as anxiety and depression 
having an onset mainly toward mid-life in the general population. The proportion of people reporting in both the 
mental health research sample and the non-mental health research sample were identical in the 65 to 74 year old 
group. There were a large number of missing cases in the question on age (8.4%). For some, it would seem that 
reporting age may have been a sensitive question to answer.
Table 9 Proportion of respondents in both the non-mental health group and the mental health group by 
age, ranked as 5 categories
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The proportion of the research sample, by gender, was different between both research sample groups with 
almost an equal research sample in the non-mental health group and more females in the mental health group 
(Table 10). The difference between the gender profiles of those reporting an enduring mental health problem 
compared to those not reporting an enduring mental health problem was statistically significant (P < 0.0001). 
Those with an enduring mental health problem were more likely to be female.
Table 10 Proportion of respondents in both the non-mental health group and the mental health group by 
gender



































Within the Welsh Health Survey 1998 (NAW, 1999) social class was assessed using the 1991 (OPCS) Standard 
Occupational Classification. This was assessed by question 61 of the survey, which asked -what was the job title of 
the respondent, and then asked to describe that job title. There was a great variance between the research samples 
in relation to their defined social class. Table 11 presents the proportional differences between both sample 
groups for social class. The difference between the social class profiles of those reporting an enduring mental 
health problem compared to those not reporting an enduring mental health problem was statistically significant (P 
< 0.0001). Those with an enduring mental health problem were more likely to be in social class IV and V.
Table 11 Proportion of respondents in both the non-mental health group and the mental health group by 
social class
Question








































































The Welsh Health Survey 1998 (NAW, 1999) gathered data on each respondent so that identification could be made 
on which local authority the person lived. There are presently 22 unitary authorities in Wales. Table 12 presents 
the proportional differences between both research sample groups for unitary authority.
Table 12 Proportion of respondents in both the non-mental health group and the mental health group by 






























































































































Social characteristics of the sample groups
A number of questions -within the Welsh Health Survey 1998 (NAW, 1999) obtained information from extraneous 
variables, which may have provided useful data in relation to the aims and research questions within this thesis 
(Table 13, page 176 and Table 14, page 177). Those reporting an enduring mental health problem were more likely 
to visit their general practitioner in the last three months (P < 0.0001) and take prescribed medication for more 
than a year. However, those with an enduring mental health problem were less likely to visit the dentist in the past 
twelve months (P < 0.0001), live in their own house (P < 0.0001) and be employed (P < 0.0001). Those reporting 
an enduring mental health problem were more likely to have used the services of a mental health worker in the last 
twelve months but this was not significant (P = 0.152).
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Table 13 Proportion of respondents in both the non-mental health group and the mental health group in 
relation to a range of social characteristics
Question
Do you have any long-term illness?
P< 0.0001
Seen to dentist in past 12 months?
P < 0.0001
Prescription medication > 1 year
P < 0.0001
Type of residence P < 0.0001
'. own or live with the owner
.t is rented from the local council
it is rented from an association/ trust
!t is rented from a private landlord
Other (i.e., live rent free)



















Smoking P < 0.0001
smoked
never smoked
Body Mass Index P < 0.0001
BMI score under 20 (1)
BMI score 20-24 (2)
BMI score 25-29 (3)
BMI score 30-34 (4)
BMI score 35 or more (5)
Diet - eats green vegetables P < 0.0001
Yes
No
































































































































Table 14 Proportion of respondents in both the non-mental health group and the mental health group in 
relation to visiting the family general practitioner
Question P < 0.0001
Qla.When did you last talk to your GP?
In the past 3 months
In the past 3-12 months
Over 12 months ago
Not registered with GP
%











Characteristics of the sample groups related to feelings and perception
A number of questions within the Welsh Health Survey 1998 (NAW, 1999) obtained information from extraneous 
variables about feelings and perceptions, which may have provided useful data in relation to the objectives and 
research questions within this thesis (Table 15). People with an enduring mental health problem were more likely 
to hide their health problems from significant others (P < 0.0001).
Table 15 Proportion of respondents in both the non-mental health group and the mental health group in 
relation to feelings and perception
Question
Did you feel full of life over the past four weeks?
P < 0.000 1
Have you felt so down in the dumps 
that nothing could cheer you up over the past four weeks?
P < 0.0001
Did you have a lot of energy over the past four weeks?
P< 0.0001
Have you felt downhearted and low over the past four weeks?
P < 0.0007
Have you felt worn out over the past four weeks?
P< 0.000 1
Did you feel tired the past four weeks?
P< 0.0001
How much of your time have your physical or emotional 
jroblems interfered with your social activities over the past 
sour weeks?
P< ft 0007








































Descriptive analysis: prevalence of ill-health of the sample groups
Physical health problems
The prevalence rates (%) of the twenty-three physical health problems for the two research sample groups can be 
perused in Table 16, alongside the chi-test test of significance and relative risk ratio. The Chi-Square test was 
chosen as the appropriate type of non-parametric test to use with nominal and ordinal data. The test examined the 
differences between groups and determined whether the differences found were significant but it does not 
indicate how large that difference was. The researcher has utilised the Chi-Square test to ensure that conclusions 
made from these data are based on real differences between the non-mental health research sample group and the 
mental health research sample group. In other words, any differences found must be assessed to ensure they did 
not happen by chance. As the Welsh Health Survey 1998 (NAW, 1999) used a randomised method of sampling this 
strengthened the indication for using a statistical test of association. The Chi-Square calculation has been 
computed at the 95% confidence interval, which is the general level of confidence used within health care 
research. This level accepts that there is only a 5% chance that the results may be due to a chance effect and not a 
real difference.
Table 16 Summary Table of prevalences for those self reporting an enduring mental health problem
compared to those not reporting an enduring mental health problem with relative risk ratio and 
Chi-Square Statistical significance /'value

































































































































For the twenty-three diseases the prevalence of physical health problems in those reporting an enduring mental 
health problem was statistically significantly higher as compared to those not reporting an enduring mental health 
problem ranging from values of P < 0.0001 to P = 0.020. The ratios reported between both sample groups of 
reported disease present a range of 1.5 to 3.5 times more prevalence in those reporting an enduring mental health 
problem. Five health problems were over twice as prevalent (all respiratory disease, angina, emphysema, TB and 
unspecified chest condition) and three physical health problems were three or more times as prevalent (Bronchitis, 
heart failure and pleurisy).
Heart disease
The following diseases were cross-tabulated with both research sample groups; angina, heart attack, heart failure, 
high blood pressure (hypertension), another type of heart disease and all heart disease. In all these heart diseases, 
there were significant statistical differences between both groups with the mental health group experiencing higher 
levels of heart disease than those not reporting an enduring mental health problem (Table 16, page 178). In some 
diseases people reporting an enduring mental health problem experienced twice the prevalence of those not 
reporting an enduring mental health problem. For all heart disease reported, those respondents reporting an 
enduring mental health problem experienced a 32.4% prevalence (P < 0.0001) where those not reporting an 
enduring mental health problem experienced a 18.2% prevalence. A relative risk ratio analysis between the 
prevalences in both research sample groups was also calculated to demonstrate the differences (Figure 12). The 
highest ratio within the heart diseases •was 3.3 for heart failure followed by angina (2.2).












1.7 1.8 1.8 1.8
Angina Heart Attack Heart Failure BP Another All heart
It appears that the prevalence of heart failure was over three times greater among those with an enduring mental 
health problem than the rest of the research sample population. Even for heart attacks where the lowest
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difference was observed people reporting an enduring mental health problem had a prevalence that was 1.7 times 
higher than that of other respondents (i.e. 70% higher).
The following diseases were cross-tabulated with both research sample groups; asthma, emphysema, pleurisy, 
tuberculosis (TB), bronchitis, another chest (respiratory) disease and all chest (respiratory) disease. In all these 
respiratory diseases there were significant statistical differences between both groups with the mental health group 
experiencing higher levels of respiratory disease than those not reporting an enduring mental health problem 
(Table 16, page 178). In all diseases, people reporting an enduring mental health problem experienced at least 
twice the prevalence of those not reporting an enduring mental health problem. For all respiratory disease 
reported, those respondents reporting mental health problem experienced 41.8% prevalence (P < 0.0001) where 
those not reporting an enduring mental health problem experienced 19.8% prevalence. A relative risk ratio 
analysis between the prevalences in both research sample groups was also calculated to demonstrate the 
differences (Figure 13). The highest ratio within the respiratory diseases was 3.5 for pleurisy followed by 
bronchitis (3.0).
















Asthma Kmphyscma Pleurisy TB Bronchitis Another chest All chest
Cancer
The following diseases were cross-tabulated with both research sample groups; lung cancer disease, breast cancer 
disease, bowel cancer disease, skin cancer disease, another type of cancer disease and all cancer disease. In all these 
cancer diseases there was a significant statistical difference between both groups with die mental healdi group 
experiencing higher levels of cancer disease than those not reporting an enduring mental healdi problem (Table 
16, page 178). In all diseases people reporting an enduring mental health problem experienced almost twice the 
prevalence of those not reporting an enduring mental health problem. For all cancer diseases reported diose 
respondents reporting an enduring mental health problem experienced a 7.3% prevalence (P < 0.0001) where
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those not reporting an enduring mental health problem experienced 4.6% prevalence. A relative risk ratio analysis 
between the prevalences in both research sample groups was also calculated to demonstrate the differences 
(Figure 14). The highest ratio within the cancer diseases was 1.9 for breast cancer disease followed by bowel 
cancer disease (1.8).
The numbers within the research sample groups were small. For example, lung cancer disease; 37 respondents in 
the non-mental health group and 12 respondents in the mental health group. However, confidence intervals 
within the 1998 Welsh Health Survey (NAW, 1998) were small as described earlier and the research sample groups 
were large enough to detect small differences. The chi-square statistic for lung cancer disease was P — 0.02 
demonstrating a significant difference between both groups, even though small numbers were reported.
















Lung Breast Bowel Skin Anothe All cancer
Other physical health problems
A range of individual physical health problems were cross-tabulated with both research sample groups; arthritis, 
back pain, varicose veins and diabetes. In all these other diseases there were significant statistical differences 
between both groups (P < 0.0001) with the mental health group experiencing higher levels of arthritis, back pain, 
varicose veins and diabetes than those not reporting an enduring mental health problem (Table 16, page 178). In 
all diseases, people reporting an enduring mental health problem experienced almost twice the prevalence of those 
not reporting an enduring mental health problem (Figure 15, page 182). For back pain in particular, almost half of 
those reporting an enduring mental health problem experienced from this condition.
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Figure 15 Ratio calculations for respondents in both the non-mental health group and the mental health 
group: arthritis, back pain, varicose veins and diabetes
2-












Arthritis Back Pain Varicose Veins Diabetes
In summary, respondents with reporting an enduring mental health problem within the Welsh Health Survey 1998 
(NAW, 1999) experienced significantly higher levels of physical health disease than those not reporting an 
enduring mental health problem. Of the twenty-three physical health problems chosen from the Welsh Health 
Survey 1998 (NAW, 1999), all demonstrated a higher prevalence among those reporting an enduring mental health 
problem than those who did not report an enduring mental health problem. Even in the lowest ratio, for example 
varicose veins, those reporting an enduring mental health problem still reported a prevalence of 50% more than 
those not reporting an enduring mental health problem. Five out of the top six ratios were respiratory diseases.
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Descriptive analysis: adjusted prevalence of ill-health of the sample groups
The high prevalence of ill-health in those reporting an enduring mental health problem may have been affected by 
confounding factors such as age, gender and social class. To check for this standardisation (adjustment) was 
calculated using a method previously described by Koepsall and Weiss (2003) in Chapter Five. The full reports for 
this analysis can be perused in Appendix VI. Summary tables for heart disease, cancer disease, respiratory disease 
and other health conditions are presented, as follows, in Tables 17 - 20. Column 3 in each Table highlights the 
crude prevalences in bold for people with an enduring mental health problem followed by the age, gender and 
social class adjusted rates.














































































































































In summary, for heart diseases, the effect of age adjustment had little effect and slightly reduced the ratio. Gender 
generally raised the ratio slightly and social class had very little effect (Table 17).
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For respiratory diseases, the effect of age adjustment had little effect and slighdy reduced the ratio. Gender 
generally raised the ratio slighdy and social class had very little effect odier than in TB. For TB, adjusted ratios 
were raised above the crude relative risk ratios (Table 18).



































































































































































For cancer diseases the effect of age and gender adjustment had little effect. However, for lung cancer the 
adjustment (age and gender) resulted in an increase from 1.5 to 2.3 (Table 19).


















































































































































For arthritis, back pain, varicose veins and diabetes, the effect of age and gender adjustment had little effect on 
the ratio of those reporting an enduring mental health problem compared to those not reporting an enduring 
mental health problem (Table 20).































































































Table 21 (page 187) presents the rank orders of the adjusted relative risk ratios for all the physical health problems 
compared to the crude rank order of the adjusted ratios. There were some differences, however not significant, 
although lung cancer disease increased its relative risk for those reporting an enduring mental health problem; 
from 1.5 to 2.3 when adjustments were made for age and gender. The minimum ratio, even when adjusted, was 
1.4 times higher risk of physical health problems for those reporting an enduring mental health problem and the 
top five diseases remained unchanged with a range of risk from 2.5 to the highest 3.6 for heart failure.
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Descriptive analysis: prevalence of ill-health of the sample groups cross-tabulated 
with age, gender, social class and unitary authority
Factors affecting physical health problems; age
The Welsh Health Survey 1998 (NAW, 1999) asked respondents to record their age in whole years. These data were 
then recoded within a range of ordinal categories;
1. 18 — 24 years of age
2. 25 — 44 years of age
3. 45 - 64 years of age
4. 65 — 74 years of age
5. 75 plus
Within the analysis these data were stratified into cross-tabulations of die two research sample groups widi the 
twenty-three physical health problems. Throughout the analysis there was a clear indication that respondents 
reporting an enduring mental health problem were experiencing more physical health problems at a younger age 
than those who did not report an enduring mental health problem.
Heart disease and age
The prevalence of hypertension was greater by 5.6 (5.7 adjusted) in the 18 — 24 years old category and 2.9 (3.0 
adjusted) in the 25 — 44 years old category. Angina was also highly prevalent in die 25 — 44 years old category 
(Table 22). People responding with an enduring mental health problem were more likely to have a heart disease 
and at an earlier age than those not reporting a mental illness. Specifically, hypertension (P < 0.0001 for all 
categories apart from 75+) and angina (P < 0.0001 to 0.021).














































The prevalence of skin cancer disease was greater by 6.0 in the 18 - 24 years old category and breast cancer 
disease 3.52 in the 25 - 44 years old category for people with an enduring mental health problem (Table 23). Lung 
cancer disease was also highly prevalent in those who responded with an enduring mental health problem of 75 
years of age or over; 1.3% prevalence compared to 0% in people not reporting an enduring mental health 
problem. A relative risk ratio analysis of actual percentages revealed a ratio of 26.9 (27.6 adjusted), however 
numbers within cells were small. People responding with an enduring mental health problem were more likely to 
have a cancer disease and at an earlier age than those not reporting an enduring mental health problem. 
Specifically skin cancer disease and breast cancer disease.
Table 23 Relative risk ratio analysis for both research sample groups; lung cancer, breast cancer, bowel 











































Respiratory diseases and age
The prevalence of pleurisy was greater by 12.1 (12.3 adjusted) in the 18 — 24 years old category and TB 7.0 (7.2 
adjusted) in the 25 — 44 years old category (Table 24). Bronchitis, a disease usually associated with age and 
smoking, was consistently more prevalent across all the age categories in those who responded with an enduring 
mental health problem. For example, in the 25-44 years old category the prevalence of spells of bronchitis was 
6.8% for those reporting an enduring mental health problem compared to 1.7% for those respondents who did 
not report an enduring mental health problem. People responding with an enduring mental health problem were 
more likely to have a respiratory disease and at an earlier age than those not reporting an enduring mental health 
problem. Specifically asthma, pleurisy and bronchitis.
Table 24 Relative risk ratio analysis for both research sample groups; asthma, emphysema, pleurisy, TB,


















































Other Physical Health Problems And Age
The relative risk ratio analysis of varicose veins in the 18-24 year old age category was 3.8 (3.8 adjusted) with a 
prevalence of 4.5% compared to 1.2% for this age category (Table 25). People responding with an enduring 
mental health problem were more likely to have all four of these physical health problems and at an earlier age 
than those not reporting an enduring mental health problem. Specifically arthritis and back pain. Around a third 
of respondents reporting an enduring mental health problem experienced back pain before the age of 24, and over 
half of this group experienced back pain and arthritis before the age of 64.
Table 25 Relative risk ratio analysis for both research sample groups; arthritis, back pain, varicose veins 































Factors affecting physical health problems: gender
The Welsh Health Survey 1998 (NAW, 1999) asked respondents to record their gender; are you male or female? 
These data were stratified into cross-tabulations of the two research sample groups with the twenty-three physical 
health problems. There were variances between both gender groups.
Heart disease and gender
People responding with an enduring mental health problem were more likely to have a heart disease and male 
(Table 26, page 191). However, females were more likely to have heart disease in the non-mental health research 
sample. For example, in those reporting an enduring mental health problem 34.5% of males experienced from all 
types of heart disease compared to 30.8% for women. However, women who reported not having an enduring 
mental health problem experienced more heart disease; 19% compared to 17.4%. This was skewed by a higher 
prevalence of hypertension in women not reporting an enduring mental health problem than men; 14.9% 
compared to 11.8%.
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Table 26 Relative risk ratio analysis for both research sample groups; angina, heart attack, heart failure, 






















Comparing the mental health group to the non-mental health group, males were more likely to have a greater 
prevalence of heart disease, specifically hypertension and heart failure. These two conditions are closely related in 
relation to aetiology and prognosis.
Cancers and gender
People responding with an enduring mental health problem were more likely to have a cancer disease and be 
female, apart from lung and skin cancer disease (Table 27). Females were also more likely to have cancer disease in 
the non-mental health research sample. For example, people reporting an enduring mental health problem 8.6% 
of women experienced from all types of cancer diseases compared to 5.8% for women who did not report an 
enduring mental health problem. Also, women in those who reported not having an enduring mental health 
problem experienced more cancer diseases than men in the mental health group; 5.8% compared to 5.5%. 
Interestingly, whilst breast cancer disease is predominantly a disease of women, three men reported this disease in 
the mental health group (0.2%) and 3 men in the non-mental health group (0.025%).
Table 27 Relative risk ratio analysis for both research sample groups; lung cancer, breast cancer, bowel 






















Respiratory disease and gender
For both women and men with an enduring mental health problem, the relative risk ratio analysis demonstrated 
differences between the research sample groups (Table 28). People responding with an enduring mental health 
problem were more likely to have a respiratory disease and more likely to be male, apart from asthma and pleurisy. 
For those who did not report an enduring mental health problem, women in that group did experience more 
bronchitis; 4.6% compared to 3.8%.
Table 28 Relative risk ratio analysis for both research sample groups; asthma, emphysema, pleurisy, TB, 


























Other'physical health problems and gender
The relative risk ratio analysis of arthritis in males was higher than any other category (Table 29). People 
responding with an enduring mental health problem were more likely to have all four of these physical health 
problems and women to experience more back pain and varicose veins. Specifically arthritis and back pain, which 
is similar to those not reporting mental health problems. For diabetes, the gap between men and women was 0.9% 
in the non-mental health group, with more men reporting this condition than women. However, for those 
reporting an enduring mental health problem, not only was the prevalence greater but the gap is smaller at 0.2%. 
This pattern was the same for arthritis with the gap being 6.8% in those not reporting an enduring mental health 
problem (men experiencing more than women) and no difference in those reporting an enduring mental health 
problem.

















Factors affecting physical health problems: social class
The Welsh Health Survey 1998 (NAW, 1999) asked respondents to record whether they worked and what type of 
job they had. This data were then recorded within a range of ordinal categories using the Governments' definition 








These data were stratified into cross-tabulations of die two research sample groups with the identified twenty- 
three physical health problems. Throughout the analysis there was a clear indication that respondents reporting an 
enduring mental health problem were experiencing more physical health diseases than those who did not report 
an enduring mental health problem and this was even more pronounced among social classes IV and V.
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Heart fKfsase and social class
People responding with an enduring mental health problem were more likely to have a heart disease but 
experience a wide variance of this disease between social class groups. For angina, the prevalence was consistently 
high in all social class categories ranging from 6 to 11.8%, compared to 3.8 to 5%. For heart attack, social class III 
(manual) had a prevalence of 6.4% in those who responded that they had an enduring mental health problem 
compared to 3.3% for those not reporting an enduring mental health problem. 6.4% was 2.4% more than the 
second highest category in social class V (mental health group). Hypertension was highly prevalent in social class I 
for those responding that they had an enduring mental health problem and over four times more prevalent than 
those not reporting an enduring mental health problem in that class. The relative risk ratio analysis of these 
statistics demonstrated great differences between the research sample groups (Table 30).
Table 30 Relative risk ratio analysis for both research sample groups; angina, heart attack, heart failure, 


















































Cancers and social class
People responding with an enduring mental health problem were more likely to have a cancer disease. Differences 
were small in some categories of social class and in some cases (for example bowel cancer) the rate of disease was 
higher in those not reporting an enduring mental health problem. However, a relative risk ratio analysis 
demonstrated, in some categories, great differences (Table 31).
Table 31 Relative risk ratio analysis for both research sample groups; lung cancer, breast cancer, bowel 


















































The most notable differences were breast cancer disease in class I and V, other cancer disease in class I and bowel 
cancer diseases in class II.
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The relative risk ratio analysis revealed a difference between people who reported an enduring mental health 
problem and those who did not report an enduring mental health problem for emphysema in social class I and II. 
Respondents reporting an enduring mental health problem were over three times as likely to experience 
emphysema in social class category I and II (Table 32). People responding with an enduring mental health 
problem were more likely to have a respiratory disease and more likely to have this in social class III, IV and V. 
Whilst this pattern was more pronounced within those who reported having an enduring mental health problem, 
the trend was generally that those in social class I and II experienced less respiratory illness. One of the greatest 
differences was a ratio of 12.1 (12.5 adjusted) for TB in social class V.
Table 32 Relative risk ratio analysis for both research sample groups; asthma, emphysema, pleurisy, TB, 

























































Other physical health problems and social class
The relative risk ratio analysis of arthritis in social class I was higher than any other category (Table 33). Within all 
the physical health problems those responding with an enduring mental health problem were more likely to report 
all of these conditions.
Table 33 Relative risk ratio analysis for both research sample groups; arthritis, back pain, varicose veins 





































Factors affecting physical health problems: unitary authority
Heart disease and unitary authority
People responding with an enduring mental health problem were more likely to experience a heart disease with a 
wide variance of this disease between unitary authorities in Wales (Appendix VI). Four areas were consistently 
reporting higher prevalences of heart diseases; Anglesey, Merthyr Tydfil, Blaenau Gwent and Torfaen. The pattern 
of prevalence for those reporting an enduring mental health problem did not necessarily follow the ascending 
order of those not reporting an enduring mental health problem. For example, for those reporting heart attack in 
Wrexham. Within Wrexham those not reporting an enduring mental health problem were placed as second least 
prevalent within the list of 22 unitary audiorities (2.2%). However, for those reporting an enduring mental health 
problem in Wrexham the position changes to second most prevalent for heart attack in Wales (6.8%). 
Interestingly, Torfaen was top of the list (most prevalent) for Angina in both those reporting an enduring mental 
health problem and those who did not
The variances between unitary authorities within die same region of Wales, were also striking. These findings were 
not necessarily linked to an index of social deprivation. For example, within die Soudi Wales region, people 
reporting an enduring mental health problem in Merthyr Tydfil also reported die least prevalence of heart attack 
(0.9%), whilst Bridgend reported die highest prevalence in Wales (8.4%). These two areas differ gready in terms of 
deprivation with Merthyr being more deprived than Bridgend across a range of socio-demographic data.
Cancers and unitary authority
People responding widi an enduring mental healdi problem were more likely to experience a cancer disease with a 
wide variance of this disease between unitary authorities in Wales (Appendix VI). There were areas in Wales where 
there were no reported prevalences for cancer disease for people reporting an enduring mental health problem 
(see lung cancer disease) and in some cases those reporting an enduring mental health problem experienced less 
prevalence. Four areas were consistently reporting higher prevalences of cancer diseases; Anglesey, Conwy, 
Carmarthenshire and Blaenau Gwent. The pattern of prevalence for those reporting an enduring mental healdi 
problem did not necessarily follow die ascending order of tiiose not reporting an enduring mental health problem. 
For example, for all cancer diseases in Blaenau Gwent. Within Blaenau Gwent those not reporting an enduring 
mental health problem diis was placed least prevalent (first) within the list of 22 unitary authorities (3.4%). 
However, for those reporting an enduring mental health problem in Blaenau Gwent the position changes to third 
most prevalent for all cancer diseases in Wales (8.7%).
The variances between unitary authorities, within die same region of Wales, were also prominent for cancer 
diseases, and not necessarily linked to an index of social deprivation. For example, within the Soudi Wales region 
people reporting an enduring mental health problem in Torfaen also reported among the least prevalence of otfier
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cancer diseases (2.0%), whilst Monmouthshire reported the second highest prevalence in Wales (4.5%). These two 
areas differ greatly in terms of deprivation with Torfaen being the most deprived area.
Respiratory disease and unitary authority
People responding with an enduring mental health problem were more likely to experience a respiratory disease
with a wide variance of this disease between unitary authorities in Wales (Appendix VI).
Three areas were consistently reporting higher prevalences of respiratory diseases; Neath Port Talbot, Rhondda 
Cynon Taff and Merthyr Tydfil. These areas are generally considered to have a high association with respiratory 
diseases as a legacy of their industry; mining in the valleys and steel production in Neath Port Talbot. However, 
the pattern of prevalence for those reporting an enduring mental health problem did not necessarily follow the 
ascending order of those not reporting an enduring mental health problem. For example, for people reporting 
bronchitis in Monmouthshire. Within Monmouthshire those not reporting an enduring mental health problem 
were placed as least prevalent within the list of 22 unitary authorities (2.9%). However, for people reporting an 
enduring mental health problem in Monmouthshire the position changes to most prevalent for bronchitis in 
Wales (17.9%). Monmouthshire is one of the most affluent areas of Wales and this was a surprising finding.
Other physical health problems and unitary authority
People responding with an enduring mental health problem were more likely to experience arthritis, back pain, 
varicose veins and diabetes with a wide variance of this disease between unitary authorities in Wales (Appendix 
VI). Neath Port Talbot was consistently prevalent in the top six unitary authorities for arthritis, back pain, varicose 
veins and diabetes for both sample groups.
Age and gender adjustment in relation to unitary authority
The analysis of both sample groups across twenty-two unitary authorities and all the health categories produced a 
large amount of data. To check for the effect of age and gender in each unitary authority three major categories 
were chosen; all heart disease, all cancer disease and all respiratory disease. A complete analysis can be perused in 
Appendix VI. To present an overall picture of Wales with regards to these major disease categories, adjusted for 
age and gender, maps of Wales were used to highlight the following thresholds; ratios less than 1.0, ratios between 
1-1.4, ratios between 1.5-1.9, ratios between 2.0 - 2.4 and ratios between 2.5 - 3.0 (Figures 17-22, pages 199 
to 201). These maps provided a graphical view of the adjusted differences between those reporting an enduring 
mental health problem and those not reporting an enduring mental health problem. Figure 16 (page 198) presents 
a legend of the unitary authorities in Wales.
For all heart disease the range of relative risk ratios was from 1.3 - 2.2 (age adjusted) and 1.3 - 2.3 (gender adjusted) 
and all respiratory disease the range was 1.6 - 2.7 for both age and gender adjustment. For cancer these were negative
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ratios when adjustment for age was taken into account. The range was 0.7 - 2.1, and the low ratios were in Neath 
PortTalbot (0.7), Gwynedd (0.8) and Wrexham (0.9). Gwynedd and Wrexham could be explained as their crude 
prevalences were similar between both sample groups, however Neath Port Talbot had reported 6.3% for those 
reporting an enduring mental health problem compared to 4.4% for those not reporting an enduring mental 
health problem. Further analysis revealed that these differences were not significant and thus when age was taken 
into account those reporting an enduring mental health problem may have been at less risk of getting cancer than 
those not reporting an enduring mental health problem in the Neath Port Talbot area. When the cancer disease 
prevalences were adjusted for gender across unitary authorities, Wrexham and Gwynedd again had low ratios as 
similar to the age adjustment.
In summary, even when ratios were adjusted for age and gender, an overall picture of Wales emerged where there 
was more physical ill-health among those reporting an enduring mental health problem. In addition, there were 
variances across unitary authorities in relation to the proportion of disease experienced. North East Wales 
(Wrexham, Flintshire and Denbighshire) was consistently more prevalent in relative risk for those reporting an 
enduring mental health problem.
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Figure 17 Ratios of All Heart Disease adjusted for age by unitary authority
All Heart
Age Adjusted




Figure 19 Ratios of All Cancer Disease adjusted for age by unitary authority
All Cancer 
Age Adjusted




Figure 21 Ratios of All Respiratory (Chest) Disease adjusted for age by unitary authority
All Chest 
Age Adjusted




Recent data from the 2003/4 Welsh Health Survey
The new 2003/4 Welsh Health Survey (NAW, 2005d) has been published, but its full electronic dataset is not yet 
released until mid-2007. Thus, an in-depth analysis to the extent of this thesis cannot be conducted as yet. 
However, this forthcoming dataset will provide an excellent opportunity to continue the work as a longitudinal 
research study. The research sample for the 2003/4 Welsh Health Survey (NAW, 2005d) was 30,000 adults and 
7,500 children over a two-year period from October 2003 - September 2005. Once again it was stratified by local 
authority. Whilst the research sample was smaller than the 1998 survey the individual response rate was much 
improved; 85% for adults and 87% for children. Results for the general population of Wales were no better in 
many of the physical health problems, compared to the Welsh Health Survey 1998 (NAW, 1999). Table 34 
demonstrates this poor picture of health. Some diseases were better, such as all respiratory disease, but this may 
have been skewed by the 16 — 18 year age group being included in the results.
Table 34 Relative Risk Ratio Analysis of crude prevalences within the 1998 Welsh Health Survey (NAW, 












































































At the request of the researcher, the Health Statistical Unit of the NAW was able to provide an Excel worksheet 
of cross-tabulations to enable a comparative analysis of some data within this research study. These were very 
basic, crude prevalences. The research sample for those reporting an enduring mental health problem was 1,489 
compared to 14,206 for those not reporting an enduring mental health problem. A summary of these data can be 
found in Table 35 (page 203).
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Table 35 Comparison of etude prevalences between those reporting an enduring mental health problem 
and those not reporting an enduring mental health problem within the Welsh Health Survey 
2003/4 h
Physical health problem
lOb Pleurisy - currently treated
lOc Varicose veins - currently treated
lOb Emphysema - currently treated
lOb Bronchitis - currently treated
lOb Other respiratory illness - currently treated
lOc Back pain - currently treated
lOc Arthritis - currently treated
lOb Heart failure - currently treated
lOb Angina - currently treated
(D) Any respiratory condition
lOb Asthma - currendy treated
lOb Other heart condition - currently treated
(D) Any heart condition (excl high blood pressure)
lOa Cancer - ever treated
lOa Heart attack - ever treated
lOb High blood pressure - currently treated












































































Caution must be heeded on some of the differences as questions asked in the 1998 survey were asked slightly 
differently in the 2003 survey. For example, some questions in the Welsh Health Survey 1998 (NAW, 1999) asked if 
the respondent had ever been treated, whilst other questions asked if the respondent had the condition now. 
However, within the 2003/4 Welsh Health Survey (NAW, 200 5 d) only heart attack and cancer disease was asked as 
ever been treated. Obviously, this different way of asking questions may affect the prevalence values. Taking this into 
account, the following diseases should be viewed with caution if comparing to the Welsh Health Survey 1998 
(NAW, 1999); hypertension, angina, heart failure, other heart and all heart. For respiratory diseases there does 
seem to be a reduction in prevalence as well as arthritis, back pain and varicose veins. Overall, concerns about the 
general health of Wales remain.
k Data for WHS 2003/4 supplied by Health Statistics Unit at the NAW
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Binary logistic regression analysis of mental health problems, physical health 
problems, age, gender, social class, unitary authority and lifestyle factors
Results of binary logistic regression analysis
The examination of all the physical health problems using binary logistic regression produced a large amount of 
SPSS output data and it was necessary to summarise it in tabular form to gain further understanding. The print­ 
outs of the full dataset were far too large to form part of the appendices of this thesis, even when summarised. 
Thus, the tables presented are selected key statistics from the SPSS binary logistic regression analysis output, saved 
as output files on SPSS.
Two approaches were adopted in the SPSS analysis. The first approach involved an examination of the -whole 
Welsh Health Survey 1998 (NAW, 1999) research sample to examine if having an enduring mental health problem 
over three months in duration, above all other independent factors (for example, age, gender, etc), influences 
people to be more prone to physical health problems. This analysis was key to answering research question one; 
Does a enduring mental health problem make an individual more prone to a physical health problem? and assisted in gaining 
insight to research questions 2 and 3 as above.
The second phase involved an examination of research samples (mental health problem and non-mental health 
problem) within the Welsh Health Survey 1998 (NAW, 1999) to also examine research questions two and three 
within the thesis; Are other independent factors influential such as age, gender, social class, where one lives and lifestyle'? and also 
calculate odds ratios which may be used within a prototype Rapid Risk Assessment Filter. This type of analysis, 
coupled with the previous cross-tabulations would also support the researcher's development of a prototype 
health promotion model specific to people with an enduring mental health problem in Wales. Each binary logistic 
regression analysis was conducted for the following physical health problems (dependent variables);
1. Angina 10. Emphysema
2. Heart Attack 11. Pleurisy
3. Heart Failure 12. TB
4. Hypertension 13. Bronchitis
5. Lung Cancer 14. Arthritis
6. Breast Cancer 15. Back Pain
7. Bowel cancer disease 16. Varicose Veins
8. Skin Cancer 17. Diabetes
9. Asthma
Other diseases and All diseases categories were excluded as they were not the point of focus for predictability. A 
summary variable was also computed to enable a count of the frequency of all health problems experienced in
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each sample group. For example, one problem experienced, two problems experienced, etc, in the same person. 
This revealed that people with an enduring mental health problem reported a mean of 2.7 physical health 
problems each, compared to 1.9 (P < 0.0001) in those not reporting an enduring mental health problem.
Summary of binary logistic regression for all the physical health problems - Total WHS Population
Table 36 (page 206) presents a summary of selected statistics from the binary logistic regression analysis for the 
total population of the Welsh Health Survey 1998 (NAW, 1999). The statistics are taken from the last step of the 
binary logistic regression using die backwards stepwise approach to the model. In column 1 of the Table the 
presence of disease (for example, angina) was added as die dependent variable. In columns headed die Independent 
Variables the Exp B values are presented. The Exp B value represents die odds ratio of this being a predictor of 
the health outcome. The last column presents the range of significant chi square values recorded in die last step of 
the model. Within the Table, where independent variables are present in the last step of the model but not 
significant, diis is indicated with an asterisk, and where no variables were presented this is indicated with a double 
asterisk. The Last Step Chi-Square represents the significance of the predictive power of die model since the last 
stage at the 95% confidence interval.
The main findings which emerged were that in all the physical health problems analysed, having an enduring 
mental healdi problem was not the most significant factor when compared with the other predictor independent 
variables in regression model. In other words, although mental healdi on its own was an important predictor of 
physical ill-health, once all other factors which influence people's lives were taken into account, dien mental health 
seemed to make little difference to one's chances of developing a physical problem. This was a somewhat 
different assumption from die univariate analysis where the zero order relationships -were statistically significant 
for all die healdi outcomes. The multivariate analysis revealed that having an enduring mental health problem was 
important, but when taking everything else into account in die model, it was not the most significant factor. 
However, when adding mental health as a predictor within the model, it did increase the predictability of die 
dassification in hypertension, asthma, pleurisy, bronchitis, back pain and diabetes. Indeed, having an enduring 
mental healdi problem was chosen as the first predictor variable in the forward stepwise analysis for asthma and 
pleurisy.
In summary, age, smoking and BMI consistently presented with more significance in terms of predictability of 
having one of seventeen physical health conditions widiin die regression model (Table 37, page 206). Having a 
mental healdi problem did not produce any positive odd ratio.
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Table 36 Summary of Binary logistic regression analysis for all physical health problems for total Welsh 
















































































































































































































* = mental health problem was entered at first step of model
* = not statistically significant at 95% level
** = did not appear in last step of Backward Stepwise approach


































Consideration was given to the interaction effects of variables. Polit and Beck (2004) define the interaction effect 
as the effect of two or more independent variables acting in combination on a dependent variable rather than as 
an unconnected factor. Within the independent variables there were variables •which one could hypothesise may 
have a stronger effect on the dependent variable if connected within the model. These include deprivation and social 
class as well as diet and BMI. To examine these potential interaction effects, the models from the logistic regression 
were examined in their last steps. The following models have either Social Class or Deprivation as a significant 
factor in the last step; hypertension, breast cancer, emphysema, bronchitis, arthritis and back pain. When the 
analysis was repeated with Social Class and Deprivation as a covariate there was no effect on the strength of their 
predictability. Likewise, diet or BMI as a covariate across all the dependent variables did not have an effect on the 
strength of their predictability.
The regression model and its outcome was also scrutinised for consistency and robustness through a re-analysis 
using a 50/50 random split of cases. Using the SPSS function select cases a random 50% sample was chosen and 
three diseases examined; arthritis (a larger sample; n = 3651), angina (a moderate sample; n = 832) and breast 
cancer (a small sample; n = 174). The statistical analysis was re-run using forward and backward stepwise 
regression, comparing the results to the whole sample. Table 38 presents the analysis.
Table 38 Testing the robustness of the regression model -with a 50/50 random split of cases (n = 14,879) 
































a. Exp B values 
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c. Exp B values 


















































Inla«ge and moderate sample sizes the regression model was robust with no variability, as seen in the example for 
arthritis and angina. However, for smaller samples (less than 200), there was variability. In the example of breast 
cancer when a 50/50 split analysis was conducted, which reduced the sample size, two independent variables 
dropped out of the equation in the final step of the regression model (BMI and having an enduring mental health 
problem}. When the Backward Stepwise analysis was performed, whilst the variability in those variables in the 
equation was small when compared with the Forward Stepwise analysis, two variables became apparent (Alcohol 
and Smoking). This consistency check assured the researcher that using the Forward Stepwise method was robust 
in large and moderate samples, however in samples of 200 or below a Backward Stepwise analysis was more 
appropriate. For this reason, Backward Stepwise analysis was chosen as the preferred approach. Field (2000) 
describes the Backward Stepwise analysis as the best method to use, as Forward Stepwise selection is more likely 
to exclude predictors involved in suppressor effects increasing the potential of a type II error. A suppressor effect 
occurs when a predictor has a significant effect but only when another variable is held constant In Table 39 there 
was little difference to the outcomes of each method employed. The highest value independent variables remained 
the same and having an enduring mental health problem remained a weak predictor of the health categories 
chosen.
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l^tte Ae binary regression analysis, data were collected to examine the robustness of the model as a predictor. 
'jfafctioimr-Ljemeshoivgoodness-of-fit statistic can assist in assessing how well the model chosen fits these data. Within 
theinodels analysed the following had a significant Hosmer-Lfmeshow goodness-of-fit statistic; angina, heart failure, 
hypertension, breast cancer, bowel cancer, skin cance% bronchitis, arthritis, back pain, varicose veins and diabetes. 
Data from saved residuals were also analysed and were important for assessing how well the model fits these data. 
Field (2000) notes that if the model fits these data well then researchers can have more confidence that the 
coefficients of the model are accurate and not being influenced by a few stray data points. Within Table 40, four 
residuals are presented; Cook's statistic (should be less than 1.0), standardised residual statistic (should be less than 
3.0), Leverage statistic (should be less than 1.0) and DFBETAS values for all the independent variables (should be 
less than 1.0). SPSS chooses the first 100 cases and in Table 40 one outlier was found for pleurisy, using the 
Standardised Residual statistic. Considering the Hosmer-L^emeshowgoodness-of-fit statistic (P = 0.463), this was noted 
as a limitation to the predictability of the model for pleurisy.


















































































































V = no outliers
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second approach using binary logistic regression examined evidence within the Welsh Health Survey 1998 
(RAW, 1999) in relation to research questions two and three within the mental health research sample; Are other 
factors influential such as age, gender, social class, where one lives and lifestyle factors? Also, to examine odds ratios which may 
provide the basis of a prototype Rapid Risk Assessment Filter. This involved selecting all respondents who 
answered question 31 positively and filtering these into a sub-research sample within SPSS. Binary logistic 
regression was then run in the same way this was performed for the total Welsh Health Survey sample and the 
seventeen physical health problems were examined. Similarly, Other diseases and All diseases were excluded as these 
were not the point of focus for predictability.
Summary of all the physical health problems — mental health and non-mental health research samples
Tables 41 to 44 (pages 211 to 213) present a summary of the binary logistic regression analysis for the mental 
health research sample of the Welsh Health Survey 1998 (NAW, 1999). Tables for those not reporting an enduring 
mental health problem are also provided to provide a comparison. A value in Exf> (B) greater than 1.0 indicates 
that as the predictor increases, the odds of the outcome occurring increase whilst all die other factors remain 
constant. In contrast, if the Exp (B) value decreases below 1.0 it indicates that as the predictor increases, the odds 
of the outcome occurring decrease. Thus, in angina, the odds of a person having angina increases by 1.6 times for 
every unit change in Body Mass Index (BMI).
Within the analysis for cancer disease, age emerged as a predominant predictor of illness for those reporting an 
enduring mental health problem and for those not reporting an enduring mental health problem. In relation to 
cardiovascular heart diseases gender, BMI and age emerged as predominant predictors of illness for those reporting 
an enduring mental health problem and those not reporting an enduring mental health problem. The gender odds 
ratios for heart attack was high in both sample groups and it -was noted that the prevalence of heart attack in men 
was almost twice as prevalent for both sample groups as described earlier (page 190).
For respiratory diseases, smoking emerged as a predominant predictor of ill-health for those reporting an enduring 
mental health problem and for those not reporting an enduring mental health problem. Specifically for 
emphysema where the smoking odds ratios for high in both sample groups; 5.411 in the mental health group and 
6.049 in the non-mental health group. For asthma, BMI was identified as a predominant predictor in both sample 
groups, which was an unexpected finding.
For arthritis, age emerged as a predominant predictor of illness for those reporting an enduring mental health 
problem and those not reporting an enduring mental health problem whilst for back pain it was smoking'w. both 
sample groups. For varicose veins age emerged as predominant predictors of illness for those reporting an 
enduring mental health problem and those not reporting an enduring mental health problem. For varicose veins,
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as the predominant of ill-health for those reporting an enduring mental health problem and for those 
not reporting an enduring mental health problem. Within diabetes, BMI emerged as predominant predictors of 
illness for those reporting an enduring mental health problem and gender for those not reporting an enduring 
mental health problem.
Table 41 Summary of binary logistic regression analysis for cancers comparing results for mental health 
and non-mental health research sample groups






























P = 0.006 - 0.027
Breast Cancer
P < 0.0001 - 0.001
Bowel Cancer
P < 0.0001 -0.04
Skin Cancer
P < 0.0001 -0.032
Independent 





















Table 42 Summary of binary logistic regression analysis for cardiovascular heart diseases comparing results 
for mental health and non-mental health research sample groups


















































P < 0.0001 -0.037
Heart Failure
P < 0.0001 -0.027
Hypertension
P < 0.0001 - 0.046
independent 










































Table 43 Summary of binary logistic regression analysis for respiratory diseases comparing results for 





P = 0.013 - 0.042
Emphysema
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0.013
Emphysema
p = o.oi - 0.007
Pleurisy
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Table 44 Summary of binary logistic regression analysis for arthritis, back pain, varicose veins and diabetes 
comparing results for mental health and non-mental health research sample groups
Mental Health WHS 
research sample
Arthritis
p < 0.0001 - 0.001
Back pain
p < (1.0001 - 0.002
V. Veins
P < 0.000 1 - 0.043
Diabetes
P <O.U()01 -0.022









































P < 0.0001 - 0.001
V. Veins
P < 0.0001 - 0.001
Diabetes
P < 0.0001 -0.011




















































As with the analysis of the total Welsh Health Survey, the goodness-of-fit and residual statistics were examined to 
assess the regression models robustness. These are presented in Table 45.
Table 45 Goodness-of-fit and residual statistics for regression models analysed for those reporting 






































































































































































































































Within Table 45 (page 214), the goodness-offit statistics for regression models analysed for people reporting an 
enduring mental health problem were statistically significant for arthritis (P < 0.0001), angina (P = 0.030), heart 
attack (P = 0.047)and varicose veins (P = 0.031). There were residual outliers for heart failure, bowel cancer, 
emphysema and TB. The goodness-of-fit statistics for regression models analysed for people not reporting an 
enduring mental health problem were statistically significant for all health conditions analysed apart from pleurisy, 
emphysema, TB and bronchitis. There was one residual outlier for pleurisy. These statistics were noted as 
limitations to the analysis. The exploration of these data in relation to the findings led the researcher of this thesis 
to formulate new knowledge and plans for taking work forward, for the betterment of health for those with an 
enduring mental health problem. The overall analysis, tables and summaries of these data within the Welsh Health 
Survey 1998 (NAW, 1999) provided an essential platform on which to explore the findings in relation to the 
supporting research objectives and research questions of this thesis. Chapter Seven will explore and discuss these 
findings in greater detail, with links 'where necessary to studies examined within the literature review.
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Summary of Chapter Six
Two research sample groups from the Welsh Health Survey 1998 (NAW, 1999) were compared; the non-mental 
health group (n = 24,672) and the mental health group (n = 3,897). Two methods of statistical analysis were 
utilised to answer the research questions; descriptive and binary logistic regression. For the twenty-three diseases 
the prevalences of physical disease in those reporting a mental healdi were significantly greater, as compared to 
those not reporting an enduring mental health problem, ranging from reported P values of 0.020 to < 0.0001. A 
summary Table of ratios reported between both sample groups of reported disease (Table 46) present a range of 
1.5 to 3.5 times more prevalence in those reporting an enduring mental health problem. Even when adjusted for 
age, gender and social class, the range of ratios was 1.4 to 3.6. Five physical health problems were over twice as 
prevalent (all respiratory disease, angina, emphysema, TB and unspecified chest condition) and three physical 
health problems were three or more times as prevalent (Bronchitis, heart failure and pleurisy).
Table 46 Summary tables of main findings in cross-tabulations
































































































































For all these physical health problems, the excess morbidity in the mental health sample have occurred by chance 
less than 1 in 1000 times apart from skin cancer, bowel cancer and lung cancer; a highly significant finding. 
Further cross-tabulations were conducted widi the variables age, gender, social class and unitary authority. 
Prevalences of disease increased widi age; however, within die mental health group sample many diseases had a 
reported earlier onset. In particular, focusing on the 25 - 44 year category, hypertension (ratio 2.9), angina (ratio
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4.2), breast cancer disease (3.5), TB (ratio 7.0), bronchitis (ratio 3.9) and arthritis (ratio 2.6). Examining gender, 
men with an enduring mental health problem were much more prevalent for heart failure (ratio 4.2), breast cancer 
disease (ratio 7.7), TB (ratio 4.1), pleurisy (ratio 3.67) and bronchitis (ratio 3.23) as compared to those men not 
reporting an enduring mental health problem. Whilst women with an enduring mental health problem also 
experienced greater levels of ill-health than women without an enduring mental health problem, the ratios in all 
but three physical health problems (asthma, back pain and diabetes) were lower than for men reporting an 
enduring mental health problem. Women reporting an enduring mental health problem were much more 
prevalent for angina (ratio 2.1), heart failure (2.7) and all respiratory diseases (ratio range of 1.8 to 3.1).
Within the analysis of social class, hypertension was highly prevalent in Social Class I for those reporting an 
enduring mental health problem (ratio 4.0), as was breast cancer disease and other cancer diseases. It is noted that 
numbers in cells for cancer diseases were small and when adjustments were made for unitary authority diere were 
three areas in Wales where all cancers were less prevalent in those reporting an enduring mental health problem; 
Neath Port Talbot, Gwynedd and Wrexham. For emphysema, those reporting an enduring mental health problem 
were over three times more likely to have this disease in social class I and II as compared to those not reporting 
an enduring mental health problem. The analysis of unitary authorities also revealed different patterns of physical 
health problems across Wales dependent on whether there was a reported mental health problem or not. For 
example, for those not reporting an enduring mental health problem in Wrexham heart attack presented a 
prevalence of 2.2%, second least in Wales. However, for those reporting an enduring mental health problem the 
prevalence is 6.8% shifting it to second most prevalent for heart attack in Wales. Cancers did not seem linked to 
areas of deprivation in Wales.
The binary logistic regression analysis revealed that factors other than mental health were linked to reported 
physical ill-health, specifically age, gender, diet and BMI. The regression models produced -were robust, although 
findings for pleurisy needs to be considered as a limitation. Within the analysis of both sample groups similarities 
were found in relation to odds ratios (Exp B values) with age, gender and BMI consistendy presenting as die 
higher values in relation to potential increases in disease per unit change in the predictor variable. The main 
findings that emerged were that in all physical health problems, having an enduring mental health problem was 
not the most significant factor when compared with the other predictor independent variables in the physical 
health problems (dependent variables) examined. In other words, although mental health on its own was a 
predictor of physical healdi problems, once all other factors which form the complexity of a person's life were 
taken into account, then mental health seemed to make litde difference to one's chances of developing a physical 
problem. No interaction effects between variables were found.
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CHAPTER SEVEN 
Discussion of the findings
Polit and Beck ( 2004) identify the discussion element within a research report as a section which unravels what 
the results mean, why things turned out the way they did, and how the results could be used in practice. Typically, 
the discussion should incorporate an interpretation of the results, implications for policy and practice, and explore 
the study limitations. Therefore, the discussion will draw together the findings in light of the argument, objectives 
and the research questions presented earlier in Chapter One (page 15 and 16) to reveal meaning to these data 
collected and present their implications.
This chapter will initially discuss the reliability and validity of the Welsh Health Survey 1998 (NAW, 1999), followed 
by the limitations of the study. The results of the research will be explored in greater detail and interpretations 
drawn from the analysis, leading to the implications of the findings for strategy, policy and practice in Wales 
(Chapter Eight, Taking the Work Forward).
Reliability and validity of the Welsh Health Survey 1998 (NAW, 1999) and limitations of the 
preliminary and main study
Each step within a research process may be subject to error, which could then affect the reliability and validity of 
the method and findings. In relation to this thesis, issues of reliability have centered on two main aspects. Firstly, 
have respondents answering question 31 of the Welsh Health Survey 1998 (NAW, 1999) actually experienced a real 
mental health problem? Secondly, have respondents who reported an enduring mental health problem in question 
31 either over or under-reported the extent of their physical health problem?
To address the first question, an exploration of the demography of the sample groups researched was necessary. 
The Welsh Health Survey 1998 (NAW, 1999) was split into two sub-research samples, mental health problem and 
non-mental health problem, and the demographic data collated for each group provided evidence that those 
answering question 31, were actually reporting valid mental health problems. The mental health sample was 
skewed more toward the middle-age than younger age group, which reflected that much depression and anxiety 
develops in later life. For example, 6.1% of the mental health research sample was between the age of 18 and 24, 
whilst this was 11.6% for those not reporting an enduring mental health problem. In relation to gender, there 
were more women than men in the mental health research sample (59.1 to 40.9%) whilst the proportions were 
50:50 in those not reporting an enduring mental health problem. This was similar to the survey by Meltzer et al 
(1995a) who have reported that all neurotic conditions, except for panic disorder, were more common in women 
than men. The Psychiatric Morbidity Survey by die Office for National Statistics of adults in private households 
(ONS, 2000) focused part of its research study on gender. The research study found that 135 in every 1000 men 
experienced neurosis compared to 194 per 1000 for women, a ratio of 1.4. In this thesis for all reported mental
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health problems 114 in every 1000 men experienced mental or nervous disorder compared to 157 per 1000 for 
women, a ratio of 1.4. This parallel provided reassurance to the researcher that the proportions of those reporting 
an enduring mental health problem by virtue of their gender were similar to other large studies and strengthened 
the reliability and validity of findings obtained from respondents to question 31 of the Welsh Health Survey 1998 
(NAW, 1999).
There were also a greater proportion of the research sample reporting mental health problems among social class 
IV and V (32.9%) than people not reporting mental health problems (23.4%) and this also mirrors findings by 
Meltzer et al (1995a). Within the Welsh Health Survey 1998 (NAW, 1999), people reporting mental health problems 
were more likely to be unemployed (69.2% to 43.2%) and not own their own home (34.3% to 19.9%) providing 
more similarities to other large studies, and reassurance to the researcher, that there was no under-reporting of 
mental health problems in the survey. This follows a well-known phenomenon diat mental health problems affect 
people not only psychologically but also socially and economically as described earlier (Goldberg and Morrison, 
1963). In relation to this notion, two hypotheses exist. Firstly, having an enduring mental health problem results in 
a slide down the social scale for a variety of reasons, such as loss of income and social exclusion. Secondly, people 
who live in areas of social deprivation, such as high unemployment and poor housing, are more likely to 
experience an enduring mental health problem. Jabelensky (1999) hypothesises that an 'urban risk factor' operates 
in the aetiology of schizophrenia, increasing its incidence. This is the subject of many research studies, which 
focus on inequalities in health care. Certainly, within the Welsh Health Survey 1998 (NAW, 1999) people reporting 
mental health problems were more likely to be unemployed and not own their own home, reflecting similar 
characteristics to studies exploring the social adjustment of mental health problems (Goldberg and Morrison, 
1963). As reported earlier in this thesis by Morris et al (1994), long-term unemployment is associated with an 
increased risk of early death by as much as 1.95 times, dius high rates of unemployment in diose with a mental 
health problem is a significant concern. However, it is still unclear both from the literature and the findings of this 
thesis which is more predominant; mental health causing unemployment or unemployment being a predisposing 
factor to mental health problems; more research is needed into these phenomena.
Examining specific regions across Wales in relation to unitary authority and deprivation, there was a difference 
between both groups of numbers responding in the overall research sample with an apparent tendency for people 
reporting mental health problems to be more willing to complete the questionnaire in the south of Wales than the 
north, particularly in the South Wales valley areas. This strengthens the evidence that those answering question 31 
were actually reporting an enduring mental health problem correctly as there is a greater prevalence of mental 
health problems widiin regions of high unemployment and deprivation. For example, by region within the Welsh 
Health Survey 1998, North Wales reported a prevalence of 11.5% for mental health problems compared to lechyd 
Morgannwg 14.7% and Gwent 15.9%. In summary, the demographic information collected for both samples
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provide support for the assumption that those answering question 31 were not over or under-reporting the extent 
of their mental health problem and findings were expected proportionally as compared to other larger studies.
J&sults of the preliminary research
With regards to the first and second aspect of the limitations to this diesis (page 218), the preliminary research 
examined issues of reliability and validity, conducted by the researcher as part of a collaborative research team 
within the University of Glamorgan (Chapter Four),. Statistical sampling errors were also explored within Chapter 
Five and it was clear that the Welsh Health Survey 1998 (NAW, 1999) is a reliable and valid epidemiological survey 
of the population within Wales. The Welsh Health Survey 1998 (NAW, 1999) has addressed the potential for 
sampling error through conducting a large, randomised research sample of people in Wales widi a very good 
response rate (61%) providing a robust method from which to generalise these data across die regions. Non- 
responses to the questions seem fairly consistent, specifically the level of non-responses to question 31 (doyou have 
any mental or nervous illness now that you have had for 3 months or more?}, which was 4.4%. The overall average percentage 
of missing cases for the Welsh Health Survey 1998 (NAW, 1999) was 5%. This suggests that diose answering 
question 31 •were not skipping the question, which may have been interpreted as under-reporting, or indeed over- 
reporting in comparison to the general population sampled. Participants answering question 31, as percentage of 
the whole sample, can be stratified as depression (9.4%), anxiety (7.3%), Alzheimer's (0.2%), schizophrenia (0.2%) 
and other (0.2%). Depression and anxiety •were the predominant features of participants answering question 31, 
with a significant overlap between the two. This is not a surprising finding and is similar to nationally reported 
statistics. The Office for National Statistics (ONS, 2006) report that the most common mental disorder is mixed 
anxiety and depression (7% for men and 11% for women). The preliminary research conducted by the 
collaborative team (Richards et al, 2001; 2005) presented evidence -which supported the view that those reporting 
an enduring mental health problem within the Welsh Health Survey 1998 (NAW, 1999) were reporting similar levels 
of physical health problems as a research cohort of 284 adults sampled -who were known to have a diagnosed 
mental health problem. Within the cohort of 284 adults, there were consistendy more reported physical health 
problems among the mental health research sample groups than non-mental health research samples and in most 
cases it was two times die prevalence. Such physical health problems included heart disease, respiratory disease, 
diabetes and a range of other physical health problems. Back pain and arthritis were highly prevalent. This -was an 
almost identical finding to the researcher's analysis of the mental health research sample within the Welsh Health 
Survey 1998 (NAW, 1999) supporting die assumption that the respondents answering question 31 were not over or 
under-reporting the extent of their physical health problems, and that these people -were experiencing an enduring 
mental health problem.
Within die Welsh Health Survey 1998 (NAW, 1999) a follow-up survey of 601 non-responses was conducted by 
researchers revealing evidence that respondents had poorer health dian non-respondents and also used health
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services more. However, considering the large research sample size the effect was likely to be small. Confidence 
intervals within the Welsh Health Survey 1998 (NAW, 1999) were very good and therefore estimates were accurate 
for planning purposes at the 95% confidence interval level. In relation to using the Welsh Health Survey 1998 
(NAW, 1999) as a preferred dataset for examining a number of issues for people with an enduring mental health 
problem it does present a valid means of obtaining data. Unfortunately the preliminary research, whilst taking a 
very high moral stance through the adoption of informed written consent using local facilitation, was blighted by a 
very poor response rate. There seemed to be many hurdles to overcome to ensure the person with an enduring 
mental health problem was providing the information to researchers voluntarily and without harm. Whilst this was 
extremely important, using implied consent though a postal survey may not be that harmful to people with an 
enduring mental health problem. Indeed, only three telephone calls were received during the preliminary research 
to its help-line, and all these related to the understanding of an item on the questionnaire and did not reflect some 
sort of risk to mental health. The questionnaires received in the preliminary research were completed mainly in 
full, suggesting that respondents were comfortable reporting on their health and lifestyle. Considering that any one 
of these 284 respondents within the preliminary research may also completed a Welsh Health Survey 1998 (NAW, 
1999) questionnaire in 1995 and 1998, it seems plausible to propose that using postal survey research techniques 
may be a preferred methodology for large research samples for people with an enduring mental health problem.
In summary, the Welsh Health Survey 1998 (NAW, 1999) has provided a very useful means of researching a number 
of variables for people with an enduring mental health problem through secondary statistical analysis -without 
having to conduct resource intensive data collection. For this thesis, the Welsh Health Survey 1998 (NAW, 1999) 
was deemed a reliable and valid source of data to support the research objectives and explore the research
questions.
limitations to the results of the main study
Within the statistical analysis of this thesis a limitation to the findings emerged. Checks were conducted on the 
binary logistic regression with regards the goodness-of-fit of the model and for pleurisy the Hosmer-Lemeshoiv goodness- 
of-fit statistic was non-significant (P = 0.463). Also, when conducting the regression in the mental health sample 
there were residual outliers for heart failure, bowel cancer, emphysema and Tuberculosis (TB). These limitations 
were a small part of the overall analysis and have minimal implications for the discussion. However, these 
limitations will be explored later in relation to the predictability of the RRAF proposed for implementation in 
Chapter Eight.
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Research question 1: does an enduring mental health problem make an individual more prone 
to a physical health problem within the population of Wales?
There was evidence within the analysis of the Welsh Health Survey 1998 (NAW, 1999) that those reporting an 
enduring mental health problem experienced significantly greater prevalences of physical health problems across 
the twenty-three physical health problems chosen (P < 0.0001 - 0.020) even when adjusted for age, gender and 
social class. No other studies have reported such data in Wales before. Evidence also indicated that having an 
enduring mental health problem was an important variable in relation to the development of physical health 
problems but not the single variable, which may have caused that disease. Many other independent variables were 
important, specifically, age, gender, BMI and smoking (Tables 36 and 37, page 206).
Within Chapter Six, the crude and adjusted prevalences of physical health problems were presented in a number 
of tables and figures and there were high levels of ill-health among people reporting an enduring mental health 
problem compared to those not reporting an enduring mental health problem. Heart disease prevalences were 
greater for people reporting an enduring mental health problem and statistically significant. For all heart disease 
the difference was 32.4% to 18.2% (P < 0.0001). The highest ratio within the heart diseases was 3.3 for heart 
failure (2.7 age adjusted) followed by 2.2 for angina (1.9 age adjusted). High levels of heart disease have previously 
been reported within the literature for people with an enduring mental health problem (McCreadie, 2003; Ward, 
2003), however, studies have predominantly focused on gross categories such as 'cardiovascular disease' rather 
than an in-depdi examination of one condition. This thesis has presented a more refined approach to the 
assessment and has produced findings for Wales, specifically for common mental health problems such as 
depression and anxiety. For the people of Wales, levels of heart disease in the general population remain high and 
latest estimates from the forthcoming 2003/4 Welsh Health Survey (NAW, 2005d) electronic data set in 2007 
suggest levels of 23% for the general population (20.8% in 1998). From a preliminary cross-tabulation of the 
2003/4 Welsh Health Survey (NAW, 2005d), people with an enduring mental health problem still present with high 
levels of physical health problems. A case in point is hypertension, which has a prevalence of 26.7% for people 
with an enduring mental health problem compared to 16% for those not experiencing an enduring mental health 
problem.' This is concerning when one considers that hypertension is a side-effect of many types of psychotropic 
medication and it begs the question of whether there is sufficient health surveillance of people with mental health 
problems on long-term medication.
Within respiratory diseases, prevalences were greater for those reporting an enduring mental health problem and 
statistically significant. For all respiratory diseases the difference was 41.8% to 19.8%(P < 0.0001). The highest 
relative risk ratio within the respiratory diseases was 3.5 for pleurisy (3.4 age adjusted) followed by bronchitis at 
3.0 (2.8 age adjusted). High levels of respiratory disease have previously been reported within the literature for
' 2003/4 Welsh Health Survey data obtained from Health Statistical Unit, NAW by request Previously unpublished.
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people with an enduring mental health problem (Kendrick, 1996), however, the findings in this thesis revealed 
very high levels of disease compared to other studies. Additionally, this study has examined sub-categories of 
respiratory disease rather than a gross category such as 'respiratory disease' only. Since 1998 levels of respiratory 
disease in Wales have reduced and latest estimates from the forthcoming 2003/4 Welsh Health Survey (NAW, 
2005d) data set in 2007 suggest levels of 13.2% for the general population (23.1% in 1998), although Wales still 
experiences more health deficit than other areas of Europe in relation to this condition. Alas, for people with 
mental health problems, greater levels of respiratory conditions still exist; 26.1% compared to 11.1%. Thus, whilst 
the health of the Wales improves in terms of respiratory disease within a time period of 4 years, for people with an 
enduring mental health problem it remains high (Table 35, page 203).
The prevalences of cancer diseases were greater for those reporting an enduring mental health problem and 
statistically significant; the difference was 7.3% to 4.6% (P < 0.0001). Interestingly, the highest ratio within the 
cancer diseases was 1.9 for breast cancer (1.9 age adjusted) followed by bowel cancer disease at 1.8 (1.6 age 
adjusted). No other studies have presented cancer prevalences for bowel cancer, skin cancer and lung cancer, 
internationally or in Wales for people with an enduring mental health problem such as depression and anxiety. 
Indeed, no other studies have examined prevalences for breast cancer in Wales, despite indications in the literature 
of an increased risk for people with a mental health problem (Halbreich et al, 1996; Werneke et al, 2006). The 
overall numbers of responses for cancer diseases were low therefore caution must be heeded -when interpreting 
these percentages, and this new knowledge needs further exploration. This is an area of health inequality that 
requires more research by the scientific community. Indeed, when these data were adjusted in each unitary 
authority, within three areas of Wales (Gwynedd, Wrexham and Neath Port Talbot), the reported prevalence was 
higher in people not reporting an enduring mental health problem. High levels of cancer disease have been 
reported within the literature for people with an enduring mental health problem, but mainly for schizophrenia 
and bi-polar disorder. Hippingsley-Cox (2005) reported that for people with schizophrenia there was an 90% 
increase in risk of bowel cancer. This study included people from England and Wales, however, did not include 
people with anxiety and depression, as in this thesis. For the people of Wales in general, levels of cancer disease 
have reduced and latest estimates from the forthcoming 2003/4 Welsh Health Survey dataset suggest levels of 4.3% 
for the general population (5.2% in 1998). This may reflect investment in Wales regarding detection and 
treatment. However, for those with mental health problems, greater levels of cancer diseases still exist, as analysed 
recently by the researcher in the 2003/4 Welsh Health Survey. The prevalence for all cancers was 7,5% for those 
with an enduring mental health problem compared to 3.7% for people not reporting a mental health problem 
(Table 35, page 203). This suggests that despite more investment in Wales in relation to health promotion and 
cancer screening, people are not accessing the best care and treatment they should be afforded.
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The prevalence of arthritis was greater for people reporting an enduring mental health problem and statistically 
significant. The reported difference was 39.7% to 21.9% (P < 0.0001). High levels of arthritis have not previously 
been reported within the literature for people with an enduring mental health problem in the United Kingdom. 
Indeed, Jeste et al (1996) reported a negative association with rheumatoid arthritis in schizophrenia. The 
prevalence of back pain was greater for those reporting an enduring mental health problem and statistically 
significant; the reported difference was 48.0% to 27.3% (P < 0.0001}. These differences were minimally affected 
by age, gender and social class adjustment. Almost half of people reporting an enduring mental health problem 
reported that they experienced back pain, and no studies have previously reported such findings. Again, this was 
new knowledge. For the people of Wales, levels of arthritis and back pain in general have reduced and latest 
estimates from the forthcoming 2003/4 Welsh Health Survey (NAW, 2005d) dataset suggest levels of 13.9% 
(arthritis) and 12.9% (back pain) for the general population (25% and 30.4% respectively in 1998). However, when 
those experiencing an enduring mental health problem were examined levels remained high at 33% compared to 
10.7% for people not reporting an enduring mental healdi problem, a ratio of 3.1 (Table 35, page 203). This raises 
the question of -whether the mental health problem came before or after die chronic physical health condition. 
Further research, from an emic perspective, may reveal light on this question and will be revisited later in the 
discussion.
One other area of health, not explored in the literature, is the development of varicose veins. This is not 
necessarily a life-threatening condition, but is a significant cost to the National Health Service in terms of vascular 
surgery. Findings with diis thesis revealed that the prevalence of varicose veins was greater for people reporting an 
enduring mental health problem and was statistically significant. The reported difference was 15.0% to 9.9% (P < 
0.0001} and was minimally affected by age, gender and social class adjustment. High levels of varicose veins have 
not previously been reported widiin the literature for people with an enduring mental health problem. For die 
people of Wales, the prevalence of varicose veins in general have reduced and latest estimates from the 
forthcoming 2003/4 Welsh Health Survey (NAW, 2005d) dataset suggest levels of 1.8% for the general population; 
this was 10.8% in 1998. This is a significant reduction and a great success story for Wales. It is highly likely that 
this reduction is due to improved surgical waiting times in Wales. However, despite these health gains for the 
general population concerns grill remain for people reporting an enduring mental health problem as revealed in 
the 2003/4 Welsh Health Survey (NAW, 2005d). Prevalences were evident for people with an enduring mental 
health problem of 6.2% compared to 1.2% for those not reporting an enduring mental health problem (Table 35, 
page 203). This begs die question of why diose with an enduring mental health problem may not be accessing a 
surgical solution to dieir varicose vein problem via die usual referral route of their general practitioner. Reflecting 
on the conceptual framework presented earlier in die diesis, diis may be one example where either die person 
with a mental health problem is apathetic about their varicose veins or they are concerned but are denied access to 
surgery due to die negative impact of such concepts as stereotyping, attitudes and stigma. Certainly, it was clear in
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Table 15 (page 177) that people with an enduring mental health problem hid their illnesses from their general 
practitioner; 10.3% compared to 2.0%. This observation requires further exploration from an emic perspective 
and will be re-visited later.
There has been literature to suggest a link between mental health problems and diabetes (Brown et al, 2000; 
Dixon et al, 2000; Royal College of Psychiatrists, 2004) and the literature review of this thesis presented evidence 
of links between obesity, lifestyle factors, mental health problems and diabetes. Within the findings of this thesis 
the prevalence of diabetes was greater for people reporting an enduring mental health problem and was 
statistically significant. The reported difference was 5.7% to 3.2% (P < 0.0001) and was minimally affected by age, 
gender and social class adjustment. Whilst the link between diabetes and mental health problems is well known , 
no studies have previously reported such prevalences for people with an enduring mental health problem in 
Wales. Indeed, no other studies have examined such links to the level of unitary authority stratification that this 
thesis has achieved. For the people of Wales, levels of diabetes in general remain high and latest estimates from 
the forthcoming 2003/4 Welsh Health Survey (NAW, 2005d) dataset in Autumn 2006 suggest prevalences of 5.2% 
for the general population (3.7% in 1998). Once again, for people reporting an enduring mental health problem in 
this recent survey die prevalence of diabetes was 7.2% compared to 4.6% in diose not reporting an enduring 
mental health problem (Table 35, page 203). This is concerning as diabetes can lead to many other health 
problems if it is not controlled effectively. In terms of how this can be managed, the community mental health 
nurse is ideally placed to enhance their skills and provide the on-going primary health care for people with 
diabetes and a mental health problem. These enhanced skills include specific health promotion, weight 
management advice, dietary advice and motivational intervention.
Reflecting on die presentation of the crude and adjusted prevalences in this thesis, obtained from the Welsh Health 
Survey 1998 (NAW, 1999), the researcher concludes that the physical health of diose reporting an enduring mental 
health problem in Wales is not only high, but significandy so, even when age, gender and social class are taken 
into account. This analysis has now filled a previous gap in knowledge not only throughout Wales, but also in the 
literature in relation to many unreported healtii problems linked to depression and anxiety. Such unreported 
physical health problems include some types of cancers, arthritis, back pain and varicose veins. Additionally, 
where other studies have put together individual disease in two cohorts, cardiovascular and respiratory, diis thesis 
has presented highly specific prevalences for such conditions. For example, heart attack and emphysema. These 
findings reinforce the fact that Wales in general has a poorer health status when compared to Europe as a whole 
(NAW, 2003b) and it is now evident, in light of the findings, that for people with an enduring mental healdi 
problem their plight is significandy worse. Unfortunately, the outlook for Wales continues to be poor and 
preliminary data from the 2003/4 Welsh Health Survey (NAW, 2005d) has clearly demonstrated that people widi an 
enduring mental healdi problem continue to experience more physical health problems than those not
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experiencing an enduring mental health problem. The inherent inequalities and inequities within this contrast thus 
prevail, even though Wales has made some progress toward a healthier population. These data, which have never 
been reproduced to this level of analysis before, would be an extremely useful baseline on which to judge future 
investment in healthcare for people with an enduring mental health problem in Wales. These findings also raised 
further research questions, some of which require exploration from both an etic and emic perspective.
So what? — is the research telling m something we do not already know?
Of course, as highlighted earlier, researchers, educationalists and healthcare professionals may ask 'so whaf?'One 
may argue that we already know from the literature that people with an enduring mental health problem 
experience heart disease, respiratory disease and diabetes, so what is the point in measuring these facts once more? 
This general assumption is one that may be part of the problem itself, as there seems to be a general acceptance 
that these health deficits are a 'given' in society and little can be done to improve the current situation. The 
researcher of this thesis challenges the assumption that we possibly know everything there is to know; the fact is 
we do not. The current literature, as useful as it is, has major gaps in the understanding of the issues, specifically 
the socioeconomic influences of health. This thesis has presented not only highly specific data for planning 
purposes, but has also raised awareness of health inequalities and inequities that seem to be present for those with 
common mental health disorders, such as anxiety and depression. It also challenges previously held notions that 
physical ill-health is mostly prevalent in Social Class IV and V; hypertension -was an example. Most research to 
date have mainly examined conditions such as schizophrenia or other types of psychosis and have not focused on 
more common, but enduring, mental health disorders in the community. The research within this thesis has also 
uncovered new data not reported or published previously in the literature, specifically the findings related to 
cancer, arthritis, back pain and varicose veins.
The prevalences of physical ill-health are significant, not only from the personal experiences for people with an 
enduring mental health problem in Wales, but overall costs of treatment and care. It may be useful at this point to 
think about the significance of the numbers this thesis has revealed, and how it may relate to cost. For example, 
take the latest prevalence for pleurisy from the 2003/4 Welsh Health Survey (NAW, 2005d) where people with an 
enduring mental health problem reported a prevalence of 2.8% for this condition, compared to 0.4% for those 
not reporting an enduring mental health problem. The number of people not experiencing an enduring mental 
health problem and suffering from pleurisy at any one time in Wales would almost fill Llanelli Rugby Club 
ground, Stradey Park, with a capacity of just over 8,000 spectators. If one stood on the pitch, looked around 360°, 
surely you would be amazed at the numbers of people suffering from pleurisy in Wales. This is a very large 
number of people suffering a painful condition requiring significant amounts of medication, and occasionally 
hospitalisation. So what about people with an enduring mental health problem suffering pleurisy? This group 
would not only fill the stadium, there would be approximately another 2,500 people queuing outside. This is a
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sobering observation as only one in six adults in the United Kingdom, around 16% (ONS, 2000), experience 
mental health problems in a twelve month period (1 in 4 in a lifetime) and yet this group of people may be one of 
the largest areas of health service spend for chronic and acute diseases, and more importantly, are suffering gross 
health deficits with associated poorer quality of life. Additionally, it would seem that in this example, 16% of the 
population has 60% of the problem and associated costs for pleurisy; arguably this group of people may be 
drawing resources from other areas of the service, which may otherwise be spent on prevention. There is also the 
social deficit through loss of employment, income and a heavy reliance on the welfare state to support the person. 
Therefore, the 'so a>/tetf?'proposition should be altered to 'so why?'through attempting to understand the 
contributing factors and construct of health for people experiencing an enduring mental health problem. Only 
then we may begin to find the solutions to reducing the inequalities and inequities.
The prevalences discussed so far only partially answer die research question of this thesis 'Does an enduring mental 
health problem make an individual more prone to a physical health problem within the population of Wales? It is important to 
remind oneself that the evidence revealed within this thesis, as profound as it is, reveals a link and not necessarily 
a cause. To examine this further, the thesis conducted binary logistic regression to explore whether having an 
enduring mental health problem alone -was the key factor or -were there a range of unexplored factors -which 
interact to result in people with an enduring mental health problem in Wales having an appalling health record. 
This analysis also served to help the researcher explore research question two, which will be discussed later. 
Within the introduction of this thesis die argument -was clearly set out in relation to future strategies, policies and 
practice. If mental health is a primary factor, which may explain increased physical health problems in people with 
an enduring mental health problem, dien policies to improve mental health may lead improving the physical 
health of people as well. However, if that were not the case then other strategies, policies and practice would have 
to be employed. For example, mental health policy would need to give greater recognition to physical healdi and 
factors, which may adversely affect it. To assess this notion, binary logistic regression analysis was conducted in 
two phases. The first phase examined the total Welsh Health Survey 1998 (n = 28,568) and the results yielded 
surprising evidence to suggest that across seventeen physical healdi problems examined, having an enduring 
mental health problem was not the most significant factor compared to other independent variables, such as age. 
No other studies have conducted such an analysis as this before. Within the final models of the backward stepwise 
regression, having an enduring mental health problem did not increase the odds of having a physical healdi 
problem above all odier independent variables. As discussed earlier, an ExpB value or odds ratio of 1 or more 
indicates that for each unit change in the independent variable (the predictor), there is an increased prevalence in 
the dependent variable. Similarly, an odds ratio of less than 1 indicates a decrease in die prevalence of the 
dependent variable. In Table 36 (page 206), age was the predominant predictor for 15 of the 17 physical health 
problems, smoking for 12 and BMI for 11. These were the three principal predictor variables across a range of 
diseases. It is interesting to note that diat the three principal predictor variables (age, smoking and BMI) are all
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individual rather than social factors, thus interventions by mental health nurses are feasible to make a difference. 
Having an enduring mental health problem did not feature at all in the physical health problems lung cancer 
disease, bowel cancer disease and skin cancer disease, possibly due to small numbers in each cell of the statistical 
Table and the overall numbers for these categories within the Welsh Health Survey 1998 (NAW, 1999) were low. In 
contrast, for hypertension, asthma, pleurisy, bronchitis, back pain and diabetes, the addition of having an enduring 
mental health problem improved the predictability of the models for each of these physical health problems, 
although some limitations to the model for pleurisy must be noted in terms of \!c& gpodness-of-fit.
Overall, the results exhibit that whilst having an enduring mental health problem is a factor in the development of 
physical health problems, its presence alone is not significant in the development of those illnesses. Thus, one 
cannot confidently state that having enduring mental health problem alone results in a high risk of having a 
physical health problem. Even when adjustments were made for age, gender and social class, there remained 
significant high levels of physical health problems among those reporting an enduring mental health problem, and 
these serious health risks were reported from a younger age. Having an enduring mental health problem seems to 
be an additional and important factor, which increases the odds of getting a physical health problem, but not the 
single factor that can be attributed to the sole indicator of developing a physical health problem. Other factors 
may be influential, and for those shaping policy and practice, this has implications, which will be discussed later.
One surprising element in the findings was the significance of so many variables to the physical health problems 
for those with depression and anxiety. As described earlier, the greater amount of literature on the physical health 
of those with a mental health problem have focused mainly upon psychosis, such as schizophrenia and bi-polar 
disorder. These more serious mental health problems are perceived as having a significant impact on the person 
and their families, with associated physical health problems and perhaps the greatest costs to primary and 
secondary health care. Depression and anxiety are not normally associated with gross physical health problems, 
other than the previously reported links to cardiovascular disease and depression (Dinan, 1999). Of course, one 
may propose that the physical health problem may have led to depression but this question was beyond the scope 
of data collection in this thesis. The question is though an important one for future research. What is clear at this 
stage is that within Wales, having an enduring depression and anxiety significantly increases the risk of developing 
up to seventeen physical health problems. This is new knowledge and has not been reported previously.
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Research question 2: within Wales, are other factors influential such as age, gender, where you 
Jive, social class and lifestyle?
Within the thesis, a number of factors were explored to shed light on possible reasons why people with a mental 
heath problem experience more physical health problems than those without an enduring mental health problem. 
Descriptive and binary logistic regression statistics were adopted to explore variables such as age, gender, 
geographical areas, social class and lifestyle.
Age
Within the cross-tabulation of data, age was a significant factor in the development of physical health problems. 
This was not necessarily a surprising finding, as when one examines most of the physical health problems in this 
thesis they •were generally associated with getting older; for example arthritis. However, some diseases, for 
example hypertension, are not necessarily positively associated with age and may be more related to lifestyle.
People responding with an enduring mental health problem were more likely to have a heart disease and at a 
significantly earlier age than those not reporting an enduring mental health problem. Specifically, hypertension and 
angina that were both statistically significant within these categories. Hypertension was greater by a ratio of 5.6 
(5.7 age adjusted) in the 18 - 24 years old category (P < 0.0001} and 2.9 (3.0 age adjusted) in the 25 - 44 years old 
category (P < 0.0001). Angina was also highly prevalent in the 25-44 years old category (P < 0.0001). This was 
an extremely worrying finding. Diseases of the heart and circulatory system are generally treatable, but the 
prevalence of such disease occurring in a younger age presents a person with a great many years of treatment and 
risk of developing other diseases. Hypertension is often known as the silent killer and the earlier it is detected, the 
greater chance that the associated problems will be lessened in later years such as heart failure and stroke. If those 
with an enduring mental health problem were regularly screened for their blood pressure, it could literally save 
hundreds of lives in future years. Taking a blood pressure reading is an extremely cost-effective health test and for 
people who have an enduring mental health problem and are in regular contact with primary health care services, 
it should be conducted as regularly as possible, particularly when the person is receiving long-term psychotropic 
medication. Anecdotally, die researcher is aware of some mental health nurses who conduct such screening, but 
alas there is not widespread adoption of such health prevention across Wales. To answer the question why people 
with an enduring mental health problem are developing heart disease at an earlier age requires more research and 
factors such as poor lifestyle, stress and health screening will certainly be important areas for future analysis. 
Within this research study, poor lifestyle was certainly a significant factor and will be returned to later in the 
discussion. Higher levels of physical health problems in the elderly with a mental health problem, whilst prevalent, 
must be viewed with some caution. Recent studies by Egede (2005) and Djernes (2006) have estimated that that 
20 - 50% of older adults with long-term conditions have clinically significant symptoms of depression. The age 
adjusted rates for those over the age of 65 with a mental health problem still presented a range of high risk ratios
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for all diseases, however in light of previous discussions on the 'chicken and egg' scenario, and in light of this 
recent research, more evidence is required to draw firm conclusions.
People responding with an enduring mental health problem were more likely to have a cancer disease and at an 
earlier age than those not reporting an enduring mental health problem. Notably, skin cancer disease and breast 
cancer disease. Using the relative risk ratio analysis skin cancer disease was greater by 6.0 (6.2 age adjusted) in the 
18 - 24 years old category (P = 0.016) and breast cancer disease 3.5 (3.6 age adjusted) in the 25 - 44 years old 
category (P = 0.003) for those with an enduring mental health problem. Caution must be heeded, as numbers in 
each cell were small. Within the thesis, the numbers of respondents were small when answering questions relating 
to cancer diseases, and when an additional variable was added such as age, the numbers in each cell became 
smaller. However, numbers in cells above the age of 45 were greater than 100 for breast, skin and other cancer 
diseases. The reported prevalences presented evidence that those reporting an enduring mental health problem 
were experiencing these diseases at an earlier age in greater proportions. Prevalences within the 25 — 44 year old 
age group were statistically significant for bowel cancer disease (P = 0.029) and all respondents between the age of 
25 and 74 for breast cancer disease (P = 0.003 — 0.05). Cancer is one of the most devastating of diseases, 
particularly at an early age and most types of cancer disease require surgery and extensive follow-up treatment. 
Detecting cancer disease at an early stage is essential and health screening is a key component to success. On 
reflection of the conceptual framework (Figure 8, page 120), recognising the early signs of disease is highlighted as 
a component in a persons journey through developing a problem to treatment and resolution, and this is 
particularly relevant in cancer diseases. Early detection can save lives. For people with an enduring mental health 
problem, it is important that the primary health care team educates their clients in self-examination (breast and 
testicular cancer disease) and report unusual signs such as blood in the stools (bowel cancer disease). Developing a 
trusting and working partnership with clients is vital to this, to ensure people are comfortable to talk with their key 
worker and report these signs of early disease. For professionals, the education of patients in this area is 
paramount and this intervention should be seen as important across all age groups. For the primary health care 
team proactive health screening is required. This would entail chasing up a missed appointment for a cervical 
smear if the person also has an enduring mental health problem. Burns and Cohen (1998) assessed the quality of 
health promotion data recorded in the general practitioners notes for people with a enduring mental health 
problem and found disturbing evidence. Although the consultation rate (consultations per year) was significantly 
higher than normal (13 — 14 consultations per year, compared to an average consultation rate of 3) the amount of 
data recorded for a variety of health promotion areas were significantly less than normal This was even evident in 
general practices that were in receipt of extra remuneration for recording health promotion data for the general 
population. Relying on financial incentives is not enough. A cultural shift toward perceiving people with an 
enduring mental health problem as a worthy cause for promoting good health is required, as well as adopting a 
philosophy of care that is holistic in nature.
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Within the analysis of the Welsh Health Survey 1998 (NAW, 1999), people responding with an enduring mental 
health problem were more likely to have a respiratory disease and at an earlier age than those not reporting an 
enduring mental health problem, particularly asthma, pleurisy and bronchitis. Using the relative risk ratio analysis, 
pleurisy was greater by 12.1 (12.3 age adjusted) in the 18 - 24 years old category (P = 0.022) and Tuberculosis 7.0 
(7.2 age adjusted) in the 25 - 44 years old category (P = 0.005). Caution must be heeded, as numbers in each cell 
were small. Bronchitis, a disease usually associated with age and smoking, was consistendy more prevalent across 
all the age categories in people who responded with an enduring mental health problem and also highly prevalent 
among the younger age groups. For example, in the 25-44 years old category the prevalence of spells of bronchitis 
was 6.8% for people reporting an enduring mental health problem compared to 1.7% for those respondents who 
did not report an enduring mental health problem (P < 0.0001}. Overall, the findings presented a very poor 
picture of respiratory disease for those reporting an enduring mental health problem over three months in 
duration. Smoking has long been associated with a range of respiratory diseases, and has also been associated with 
high usage within people with an enduring mental healdi problem. In the Table of lifestyle factors presented 
earlier (Table 13, page 176) smoking was highly prevalent among those reporting an enduring mental health 
problem with 65.8% who had smoked or were currently smoking, compared to 53.8% for those not reporting an 
enduring mental health problem (P < 0.0001}. Smoking is direcdy associated with bronchitis and within the 
findings this physical health problem was highly prevalent among all age groups. This is of great concern to the 
younger age group as the development of this condition at such an early age can lead to a lifetime of poor healdi 
and a reduced ability to deal with infectious diseases of the chest. To check if smoking was a factor for the 
development of bronchitis for people widi an enduring mental health problem a cross-tabulation was conducted 
(Table 47).
Table 47 Cross-tabulation of smoking status by spells of bronchitis and mental health
never smoked
has smoked
Does respondent report mental 
health problem?















It would seem that smoking almost doubles the prevalence of bronchitis for those with an enduring mental health 
problem from 7.9% to 14.1%(P < 0.0001} and this was also the same for those not reporting an enduring mental 
health problem. Smoking can be successfully treated as an addictive behaviour, whether one has an enduring 
mental health problem or not, as reported by Addington et al (1998). It seems, however, that there is a cultural 
acceptance within society, and the healthcare system, diat smoking is somewhat therapeutic for those experiencing 
stress or mental health problems and somewhat of a 'no-go' area. Whilst there is no doubt that cigarette smoking
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can reduce stress, the health benefits of not smoking far outweigh the potential harm stress can cause through not 
smoking. There are alternative means of relieving stress such as relaxation techniques, recreation and exercise and 
the primary health care team once again have a crucial role here in offering smoking cessation programmes and 
alternatives to smoking for people with an enduring mental health problem. This may demand novel solutions in 
some groups of service users recognising the special difficulties individuals may have, but nonetheless, it should be 
an integral part of the health promotion care plan.
For the general practitioner, the opportunity for health promotion can also occur at the consultation. It has been 
reported earlier that people with an enduring mental health problem are frequent attendees at their general 
practice, and this provides an ideal opportunity to examine lifestyle factors and offer sound health promotion 
advice. To prevent respiratory disorders in general, regular monitoring of a person's health is also important and 
people with an enduring mental health problem should be afforded at least an annual medical examination, 
including blood analysis. Simple assessments such as peak flow readings can detect early onset of diseases such as 
asthma, bronchitis and emphysema. Peak Expiratory Flow (PEF) readings are relatively low cost and easy to use, 
and can assist in monitoring a -whole range of diseases including asthma and Chronic Obstructive Pulmonary 
Disease (COPD). Gibson et al (2004) have noted that they are recommended in asthma guidelines and can act as 
detecting exacerbation of this condition and improving overall treatment outcomes. In light of the findings of this 
thesis, where the younger age groups experienced greater physical ill-health, it is important that these interventions 
are focused at all ages, and importantly from early onset of the mental health problem.
People responding with an enduring mental health problem were more likely to have arthritis, back pain, varicose 
veins and diabetes and at an earlier age than those not reporting an enduring mental health problem. Specifically, 
arthritis and back pain were highly prevalent among people with an enduring mental health problem within the 18 
-24 age category with ratios of 5.8 (5.9 age adjusted) and 2.7 (2.8 age adjusted) respectively. The relative risk ratio 
analysis of varicose veins in the 18-24 year old age category was 3.8 (3.8 age adjusted) with a prevalence of 4.5% 
compared to 1.2% for this age category (P < 0.0001). Within the cross-tabulations all the categories, age was 
highly significant at the 95% confidence level apart from varicose veins in the 75 plus category (P = 0.850) and 
diabetes in the 18 — 24 years old category (P = 0.571). Ardiritis is normally associated with ageing and its high 
prevalence (almost 50%) within the 45 — 64 years of age category was rather surprising. Similarly, the prevalence 
of back pain in this category was 53.1%. These findings are suitable to further scientific enquiry as there are many 
associated predisposing factors to arthritis (genetic, age, obesity, trauma: Felson et al, 2000) and back pain (injury, 
posture: Phillips et al, 2003). Of course, the question of whether the back pain or arthritis led to depression arises 
from these findings and this is worthy of further exploration in future research. Reflecting on the study by Oslin 
et al (2002) presented earlier, functional disability is one area, which requires more exploration. Oslin et al (2002) 
discovered that even after controlling for pre-tteatment disability, arthritis and skin problems continued to predict
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a-worse outcome and researchers concluded that the effect of specific illnesses on depression may have been 
influenced by the presence of functional disability. Arthritis and back pain are likely to result in varying levels of 
disability and it would be useful to explore this further using a method which could capture the onset of the 
problem, severity of the disability and how it affects mental health. This was beyond the scope of the Welsh Health 
Survey 1998 (NAW, 1999), and an examination from an etic and emic perspective is required. The findings in this 
thesis with regards to arthritis and back pain are significant and is new knowledge, and the researcher would wish 
to ask three further research in subsequent enquiry; how disabling is this condition, did it occur before the mental 
health problem and does it intensify the mental health problem? Answers to these questions may reveal more 
insight into predisposing factors and would assist in targeting the right intervention. For now, awareness of these 
problems for people with an enduring mental health problem is important. In relation to the notion that health is 
the ability to conduct social tasks, then any form of disability will have a negative impact on a person.
BMI was reported earlier for both research sample groups and it was evident that those reporting an enduring 
mental health problem within the Welsh Health Survey 1998 (NAW, 1999) were more prone to be clinically obese
•with 20% having a BMI of 30 — 34 and 35 or more, compared to 15.2% for those not reporting an enduring 
mental health problem (P < 0.0001). To check if obesity was a factor for the development of arthritis and back 
pain for people with an enduring mental health problem a cross-tabulation was conducted. Taking the middle age 
group (45 — 64 years old), it was evident that as the BMI increased, the more a person was at risk of developing 
either arthritis or back pain. This was the same for both those reporting an enduring mental health problem and 
those not reporting an enduring mental health problem. Differences in all cells were statistically significant (P < 
0.0001).
Diabetes -was highlighted within the literature review as being associated with mental health problems (Peet, 
2004b). Within the findings of this thesis, there was a higher prevalence among the younger mental health 
problem age group. There was also a link with obesity with those who reported an enduring mental health 
problem having a prevalence of diabetes of 3.8% (1.6% no mental health problem) in the 45 — 64 years old age 
group for those with a normal weight range (BMI 20 - 24) and 12.1% (6.7% no mental health problem) in the 45
- 64 years old age group for those with a clinically obese weight range (BMI 30 - 34). This was statistically 
significant at P = 0.006 and P = 0.009 respectively. The implications of this for health professionals is recognising 
the importance of the relationship between helping the person manage their weight and the potential for 
developing type II diabetes. Also, such interventions should commence within all age groups. Smoking has also 
been linked to diabetes (Rimm et al, 1995) and within the findings diabetes was prevalent among those who 
smoked. For example, for people who reported an enduring mental health problem there was a prevalence of 
diabetes of 5.2% (3.1% no mental health problem) in the 45 - 64 years old age group for those who never smoked 
and 7.6% (4.5% no mental health problem) in the 45 - 64 years old age group for those who smoked. This was
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statistically significant at P - 0.027 and P < 0.0001 respectively. Again, a range of health promotion and patient 
education interventions can have a multitude of effects. Therefore, encouraging people -with an enduring mental 
health problem to cease smoking is not good for their heart and lungs, but may also reduce the risk of diabetes. 
More research is required here as Rimm et al (1995) have only established a link, and not a cause.
In summary, people reporting an enduring mental health problem suffered a greater prevalence of a range of 
diseases much earlier in their life than those not reporting an enduring mental health problem. A range of lifestyle 
factors such as smoking and obesity may be responsible, however further research is required in some areas. 
Health promotion at an early age for people with an enduring mental health problem is an important policy area 
for providers and commissioners of treatment and care. Health care professionals have to be aware and vigilant 
that for people with mental health problems, physical ill-health may commence early into their illness, even in the 
young.
Gender
Within the cross-tabulation of data, gender was a significant factor in the development of disease for some of the 
health factors examined. There are well known differences between men and women in relation to disease. For 
example, men experience more angina and heart attacks than women, but -women are more likely to be treated for 
hypertension. This has been a persistent trend in the 1995, 1998 and 2003/4 Welsh Health Surveys. These trends 
were replicated for angina and heart attack for people reporting an enduring mental health problem, however for 
hypertension more men than •women report being treated; men 25.5% (11.8% non-mental health) and women 
22.8% (14.9% non-mental health); P < 0.0001. For respiratory diseases, people reporting an enduring mental 
health problem were more likely to be male, apart from asthma and pleurisy, and for cancer disease more likely to 
be female, apart from lung and skin cancer disease. Within all the other physical health problems (arthritis, back 
pain, varicose veins and diabetes) women with an enduring mental healdi problem were more likely to experience 
back pain and varicose veins. The implications of these findings are one of general awareness in the first instance, 
thus professionals should not assume that the established knowledge of gender differences in the general 
population are necessarily applicable to people with an enduring mental health problem. A case in point is 
arthritis.
For arthritis, the prevalences for people reporting an enduring mental health problem were identical, however 
there was a 6.8% variance for those not reporting an enduring mental health problem with women experiencing 
more arthritis than men (P < 0.0001). This was an interesting finding and poses the question of which factor 
increased the prevalence for men to align parallel with women in relation to prevalence? As mentioned earlier, 
smoking is a key contributor to arthritis. For those reporting an enduring mental health problem, and who did not 
smoke, more women than men experienced arthritis; 38.3% to 32.7% (P < 0.0001). For those who smoked and
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report an enduring mental health problem, the differences in prevalences were less, 38.7% (women) and 40.3% 
(men), and statistically significant (P < 0.0001). Obviously, the implications of this finding may be that targeting 
smoking as an un-healthy lifestyle factor may not only reduce the prevalence of arthritis, but significantly improve 
the health of men with an enduring mental health problem in later life, as well as women. Gender differences in 
health are important factors for health professionals to understand and this thesis indicated areas for further 
consideration and exploration.
Social floss
Both research sample groups were analysed for each physical health problem with reference to the Government's 
social class catagorisation. Social class has been linked to access to health care and healdi in several research 
studies, most notably the work of Tudor-Hart (1971) and Townsend and Davidson (1982). Tudor-Hart (1971) 
coined the term inverse fare law when he conducted his seminal research on the health of miners in the South Wales 
valleys. His definition stated that die availability of good medical care tends to vary inversely with the need for it 
in the population it served. Although Tudor-Hart (1971) offered little evidence for diis generalisation, subsequent 
studies have supported this stance. For example, inequalities in health care and health provision still exist in Wales 
as borne out by recent government reports (Townsend 2001, 2006: NAW, 2003a,b; NAW, 2005c). Also, a recent 
report by Doran et al (2004) have highlighted that self-rated health is poorer in respondents -who were categorised 
into routine and manual occupations, as compared with diose in managerial and professional occupations. The 
inverse care law quite simple indicates that those who are in most need of healthcare are least likely to receive it, with 
provision distributed in an inequitable -way. Townsend and Davidson (The Blafk Report, 1982), sponsored by the 
Government (who later suppressed the report), identified that within the United Kingdom there were widening 
social class differences in mortality and morbidity. Smith et al (1990) indicated ten years after the B/acfe Report that 
the differences still remained and indeed for Wales the latest 2003/4 Welsh Health Survey (NAW, 2005d) present 
data that seems to suggest that the situation has not improved. Hypertension remains highly prevalent among the 
long-term unemployed (26%) compared to 13% for higher managerial and professional groups. Poorer health 
among diose more socially disadvantaged can also be observed in findings for the general population within the 
Welsh Health Survey 1998 (NAW, 1999). For heart disease, the prevalence in social class I (19%) is lower dian social 
class V (26%), for cancer disease (3 - 5%), respiratory illness (12 - 32%), mental illness (4 - 23%), diabetes (2 - 
4%), arthritis (21 - 41%), back pain (24 - 42%) and varicose veins (7 - 17%) respectively. The situation in Wales 
is concerning, and the Chief Medical Officer's Report of 2001/2002 (NAW, 2003b) highlighted that health levels 
compare poorly with other parts of the United Kingdom and Europe, noting wide variations in healdi status 
between different groups of individuals, and different parts of the country. More recendy the Inequalities in health: 
The Welsh Dimension 2002-2005 paper from die NAW (Townsend, 2006) continues to underline die concern;
'In Wales during 2000-2005 inequalities in health and health care have continued to be serious, and in certain respects have 
become more serious, despite the hard work by many organisations'
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(Townsend, 2006, page 3)
ie problem stressed here within Townsend's critique is that investing more money toward the National Health 
tvice is not necessarily the answer. It takes a whole systems approach. Within the Chief Medical Officer's 'Report of 
01/2002 (NAW, 2003b) it states;
'Health inequalities are inextricably linked to a variety of social, economic and environmental influences, such as housing quality, 
availability and accessibility of health, social and educational services, employment opportunities and pollution levels?
(NAW, 2003b, page 24)
ar participants within the Welsh Health Survey 1998 (NAW, 1999) who reported an enduring mental health 
toblem, the issues of inequalities were still apparent in heart disease, however, there was not necessarily a 
radient pattern as observed in those not reporting an enduring mental health problem (Figure 23).















For those who did not report an enduring mental health problem there was a gradient from 14.6% - 19.7%, 
following a similar pattern in the total population. However, for those reporting an enduring mental health 
problem the prevalences did not seem to follow the normal gradient of poorer ill-health in those more socially 
deprived with respondents reporting a prevalence of 43.8% in social class I compared to 29.3% in social class V. 
This was a very surprising finding and the pattern was not necessarily replicated for other physical health 
problems. Indeed, for respiratory disease the gradients did follow the expected gradients for both research sample
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groups. It was reported earlier that for the cross-tabulations for mental health, social class and the physical health 
problems had higher levels of missing cases than elsewhere in the analysis. It was also reported that for those not 
reporting an enduring mental health problem the missing case prevalence ranged from 13.2 — 13.6% in the social 
class tabulation, whilst for those reporting an enduring mental health problem this prevalence ranged from 19.0 - 
22.0%. Obviously, this was concerning in relation to interpreting the results of this cross tabulation as almost a 
fifth of the mental health research sample were not included in the analysis. Peat and Barton (2005) discuss 
missing values and suggest that these should be kept to no more than 5% and point to the structuring of a 
questionnaire as a potential problem. On checking the Welsh Health Survey 1998 questionnaire, the section which 
assesses social class (question 61: Job Title and Job Description) is on the last page and is qualitative in nature. The 
missing case prevalence for the question preceding this was only 2.0%. This suggests that fatigue may have set in 
at this point for the respondent. It may also indicate that those interpreting the/<j£ Title and Job Description may 
have found difficulty assessing the social class status. Up to this point in the questionnaire responses had been 
mainly quantitative. Interestingly, the technical report within the Welsh Health Survey 1998 (NAW, 1999) discusses 
missing cases but does not present a critique of the high levels of missing data in the social class section.
To check for any possible inconsistency, an analysis -was conducted of the prevalences of heart disease for those 
not included in the analysis to ensure the results were not over or under-reporting the prevalence of heart disease. 
Within Table 48 the results of this analysis is presented.
Table 48 Analysis of respondents missing from social class cross-tabulation for those reporting an enduring 
mental health problem and those not reporting an enduring mental health problem and 
prevalence of all heart disease
WHS 1998







The prevalence of heart disease was greater in those missing cases not in the Social Class cross-tabulation, 
suggesting that these data presented in the analysis are skewed toward slightly under-reporting of illness. For the 
other physical health problems this was a similar pattern (Table 49, page 239).
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Apart from back pain, the analysis was limited by the large number of missing cases and the possibility that this 
cross-tabulation was under-reporting the prevalence of disease in each social class category. Nevertheless, these 
data have obtained interesting patterns of health prevalences, which are worthy of further research. The findings 
within all heart disease are particularly of interest as it conflicts with the usual assumption that those who are more 
socially disadvantaged experience more ill-health as purported by researchers such as Townsend and Davidson 
(1982). Being in social class I, and having an enduring mental health problem, places die person at a significandy 
greater risk of having a heart disease than being in a lower social class (P < 0.0001). Hypertension was highly 
prevalent in social class I for those responding that they had an enduring mental healdi problem and over four 
times more prevalent than diose not reporting an enduring mental health problem in diat class (P < 0.0001). 
Cardiovascular heart disease has been reported as being highly prevalent among those with an enduring mental 
health problem (McCreadie, 2003). Data in this thesis suggest that targeting those more socially deprived may not 
be the primary focus in relation to resources allocation. It would seem that for diose with an enduring mental 
health problem all social classes are affected. Unexpected findings such as these are often found in large surveys. 
Whitehead et al (2005) published their analysis of 25.6 million adults from the 2001 census, focusing on health and 
unemployment. Health in die unemployed sample was found to be better in areas of unemployment and worse 
where the labour market was stronger. Findings such as these leads one to further hypotiiesise on associated 
factors and research further questions. For example, where there are plenty of job opportunities, are die less 
healthy the people who fail to get employment? One theory, which may be relevant here is diat expounded by 
Stevens and Price (2000) called the Rank Theory of depression which will be discussed later in this chapter.
Examining social class V, there was slightiy more back pain reported in people not reporting an enduring mental 
health problem (26.3%) dian those who were reporting an enduring mental health problem (23.5%) where there 
was a BMI of less than 20 (underweight). This however was not statistically significant (P = 0.826). In contrast, 
when BMI increases, the ratio changes. Examining social class V where the BMI was 30 - 34 (obese), there was 
more back pain reported in people reporting an enduring mental health problem (71.4%) than those who were not 
reporting an enduring mental health problem (40.4%). This was statistically significant (P = 0.003).
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Once again, the relationships between variables are inter-linked and for the person with an enduring mental health 
problem the issues are magnified. Thus, being overweight and being unemployed seems to lead to back pain and 
adding the experience of an enduring mental health problem into the equation was likely to significantly increase 
the risk of health problems. Returning to die conceptual framework, a combination of factors may be important 
here. Examining the External Influences and Internal Influences of the framework, a number of issues may be relevant; 
for example, employment, housing, income (external) and effects of medication (internal). The medication used to 
treat mental health problems have a number of side-effects, some related to muscular-skeletal disorders (Bank, 
2007). The greater proportion of die mental health research sample group were experiencing depression and 
anxiety and for many people on long-term antidepressant therapy weight gain is an un-welcome side-effect (Bank, 
2007). This may have been a possible indicator to explain the increased prevalence of back pain. Within the Welsh 
Health Survey 1998 (NAW, 1999) questions 11 to 14 ask a number of questions relating to medication. For those 
who responded that they had an enduring mental health problem 73.5% stated that they were on regular 
medication prescribed by a doctor, compared to 40.6% for those who did not report an enduring mental health 
problem. For heahh care professionals it is essential diat people in their care on long-term medication receive 
close monitoring and sound health promotion advice. Reducing side-effects of prescribed long-term medication, 
through titration and health education, is essential to control weight gain and improve quality of life for people. In 
addition, Henderson (2002) proposes routine health screening for diabetes in people receiving antipsychotic 
treatment to ensure early detection of a possible metabolic syndrome.
In summary, there were many missing cases in the cross-tabulations for social class and the prevalences of 
physical health problems may be an under-representation. Even so, the expectation that there would be more 
physical ill-health among the socially deprived did not seem to prevail for heart disease in social class I, where 
people with an enduring mental health problem experienced much higher prevalences. For back pain, die analysis 
of the missing cases prevalences were similar to the social class cross-tabulation and these data revealed a link to 
obesity. The findings support the drive for better health promotion not only targeted to people widi an enduring 
mental health problem in Social Class IV and V, but all classes.
Unitary authority — where you live
The analysis of the Welsh Health Survey 1998 (NAW, 1999) stratified the prevalences of each physical health 
problem by unitary authorities in Wales. This type of stratification was useful to gain evidence on potential 
differences between areas of Wales in relation to physical ill-health. To help understand relationships between 
disease and where one lives, deprivation values were attributed to each unitary authority and Table 50 (page 241) 
ranks each authority from best to worst.
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Table 50 Rank order of unitary authority using the Welsh Deprivation Index 2000; from low deprivation (1) 












































On examination of the tables and figures in Appendix VI and Chapter Six it was clear that people in areas of 
Wales where there were high levels of deprivation, experienced higher levels of physical health problems. This was 
evident for people reporting a mental health problem and those not reporting an enduring mental health problem, 
although those with mental health problems experienced greater levels of ill-health. However, the tables also 
produced some data, which did not fit this pattern of expected prevalences.
There was a wide variance of reported heart disease between unitary authorities in Wales. Four areas (Anglesey, 
Merthyr Tydfil, Blaenau Gwent and Torfaen) were consistently reporting higher prevalences of heart diseases. 
Only Merthyr Tydfil appears in the top five worst areas for deprivation in Wales, as indicated in Table 49. The 
pattern of prevalence for people reporting an enduring mental health problem did not necessarily follow the 
ascending order of those not reporting an enduring mental health problem. A case in point is Wrexham and heart 
attack prevalence. Within Wrexham, for people not reporting an enduring mental health problem this physical 
health problem was placed as second least prevalent within the list of 22 unitary authorities (2.2%). However, for 
people reporting an enduring mental health problem in Wrexham, the position changes to second most prevalent 
for heart attack in Wales (6.8%). Interestingly, Torfaen was top of the list (most prevalent) for angina for people 
reporting an enduring mental health problem and those who did not. The variances between unitary authorities 
within the same region of Wales were also striking, and not necessarily linked to an index of multiple deprivation. 
For example, within the South Wales region those reporting an enduring mental health problem in Merthyr Tydfil 
(an area of high deprivation) also reported the least prevalence of heart attack (0.9%), whilst Bridgend (an area less 
deprived than Merthyr Tydfil) reported the highest prevalence in Wales (8.4%). Age and gender adjustments made 
little difference to the relative risk ratio for all heart disease. These unusual patterns of disease were also found for 
bronchitis also and will be explored later.
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Four unitary authorities were consistently reporting higher prevalences of cancer diseases; Anglesey, Conwy, 
Carmarthenshire and Blaenau Gwent. The pattern of prevalence for those reporting an enduring mental health 
problem did not necessarily follow the ascending order of those not reporting an enduring mental health problem. 
A case in point is all cancer diseases in Blaenau Gwent. Within Blaenau Gwent people not reporting an enduring 
mental health problem were placed least prevalent (first) within the list of 22 unitary authorities (3.4%) for all 
cancer diseases. However, for those reporting an enduring mental health problem in Blaenau Gwent the position 
changes to third most prevalent for all cancer diseases in Wales (8.7%). The differences between unitary 
authorities, within the same region of Wales were also striking for cancer diseases, and not necessarily linked to an 
index of multiple deprivation. Within the South Wales region people reporting an enduring mental health problem 
in Torfaen also presented among the least prevalent for other cancer diseases (2.0%), whilst Monmouthshire 
reported the second highest prevalence in Wales (4.5%). As reported earlier, when age adjustment was performed 
for all cancers, in Gwynedd, Wrexham and Neath Port Talbot the prevalences were lower in those reporting an 
enduring mental health problem when compared to those not reporting an enduring mental health problem. 
When these data for all cancers were age and gender adjusted, regional differences did appear as reported in 
Figures 17 - 22 (pages 199 - 201). There were negative relative risk ratios for Neath Port Talbot (0.7), Gwynedd 
(0.8) and Wrexham (0.9). This meant, for example, diat for Gwynedd, people with an enduring mental health 
problem were 20% less likely to have cancer than those not reporting a mental health problem.
The unexpected findings for Gwynedd and Wrexham could be explained, as their crude prevalences were similar 
between both sample groups, however, Neath Port Talbot had reported 6.3% for those reporting an enduring 
mental health problem compared to 4.4% for those not reporting an enduring mental health problem. Further 
analysis revealed that these differences were not significant and thus when age -was taken into account those 
reporting an enduring mental health problem may have been at less risk of getting cancer than those not reporting 
an enduring mental health problem in the Neath Port Talbot area. When the cancer disease prevalences were 
adjusted for gender across unitary authorities, Wrexham and Gwynedd again had low ratios as similar to the age 
adjustment. It would seem that within these areas of Wales a number of factors could be evident which the 
researcher was unable to obtain from the Welsh Health Survey 1998 (NAW, 1999), prompting plans to examine 
these nuances from both an etic and emic perspective later. Such factors include the age profile of these areas, the 
level of service provision and screening and the way in which enduring mental health services are commissioned. 
For example, lower levels of cancer disease may be evident in Gwynedd and Wrexham because there is proactive 
screening for breast and cervical cancer for people with a mental health problem.
Three unitary authorities were consistently reporting higher prevalences of respiratory diseases; Merthyr Tydfil, 
Neath Port Talbot and Rhondda Cynon Taff. This was not surprising as these areas have a high association with
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respiratory diseases as a legacy of their industry; coal mining in the valleys and steel production in Neath Port 
Talbot. Theses regions of Wales also have high levels of deprivation across a range of socio-economic data. For 
example, the economic inactivity rate for Merthyr Tydfil is nearly a third higher than the average for Wales, one in 
four people in Neath Port Talbot have a limiting long-term illness and one in nine homes in Rhondda Cynon Taff 
fell below the generally accepted housing standard (NAW, 2006c). However, the pattern of prevalence for people 
reporting an enduring mental health problem did not necessarily follow the ascending order of those not reporting 
an enduring mental health problem. A case in point is the prevalence of bronchitis in Monmouthshire. Within 
Monmouthshire, people not reporting an enduring mental health problem was placed as least prevalent within the 
list of 22 unitary authorities (2.9%). However, for people reporting an enduring mental health problem in 
Monmouthshire the position changes to most prevalent for bronchitis in Wales (17.9%). In relation to the other 
physical health problems, Neath Port Talbot was consistently prevalent in the top six unitary authorities for 
arthritis, back pain, varicose veins and diabetes for those not reporting an enduring mental health problem and 
those reporting an enduring mental health problem. Age and gender adjustments made little difference to the 
relative risk ratio for all respiratory disease.
Overall, there seems to an indication that the south of Wales, specifically the industrial regions, experiences a 
higher prevalence of a range of physical health problems. Having an enduring mental health problem changes this 
assumption in some circumstances and the findings presented of bronchitis in Monmouthshire is a striking 
example. Additionally, when age and gender adjustments were made for North East Wales (Wrexham, Flintshire 
and Denbighshire) people with an enduring mental health problem were at a higher risk of having respiratory and 
heart disease, however the risk of cancer was actually less in Wrexham. Unfortunately, for most of Wales, the 
baseline of health is already extremely low to begin with and the previously reported Chief Medical Officer's Report of 
2001/2002 (NAW, 2003b) highlighted the wide variations in health status between different groups of individuals, 
and different parts of the country. Poignantly, even some of the more affluent areas in Wales are still far behind 
the rest of Europe with regards to health, demonstrating that there is much more to do within the principality. It 
will take a concerted effort from a range of agencies such as social services, housing and education. Health care 
cannot influence this alone as a whole system approach is required, whereby all agencies work together on a 
common goal. Until a political commitment is made to this, the situation will not change. The starting point is to 
ensure all future strategies are inclusive of advisors from agencies who can influence the quality of life for people 
with an enduring mental health problem. If one examines the membership of the advisory group for the current 
strategy, Adult Mental Health Services for Wales (NAW, 2001a), as inclusive as it seems, there is no advisor specifically 
for housing, education, criminal justice or employment, although there was one local government representative. 
Advisors from health made up 60% of the panel. Future strategy formulation requires a more inclusive advisory 
process to ensure the complexity of mental health is taken into account and those who can influence it are signed 
up to the objectives.
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People can live in an economically deprived area of Wales and be healthy, however they are more likely to be 
healthy if employed and living in good housing, with good access to health care. The more unusual findings in this 
thesis has led the researcher to reflect upon a new and emerging theory which may offer some understanding to 
explain the nuances, found when an analysis of unitary authority differences was performed. Rank theory is an 
evolutionary theory of depression developed by Stevens and Price (2000) and expounds the notion that 
depression promotes the survival of our genes and it is an adaptive response to losing status or rank. This loss also 
indicates losing the confidence to regain one's social rank if it is lost. Thus, according to Rank Theory, 
experiencing depression is a natural process selected to allow people to accept a subordinate role in society. 
According to Stevens and Price (2000) healing the function of this depressive adaptation is to prevent the 'loser' 
from suffering further defeat in a conflict and in the face of defeat. Somehow, a behavioural process comes into 
play resulting in the individual ceasing to compete and be ambitious. The outcome is a loss of energy, depressed 
mood, sleep disturbance, poor appetite and other associated symptoms of depression. These symptoms, 
specifically the outward signs of depression such as being sullen, indicate to others that the loser is not able to 
compete and discourages others from attempting to restore the persons rank in society. It is viewed by Stevens 
and Price (2000) as a means of restoring social harmony through managing conflict. Their work was based on 
observations of groups of apes. As a new theory it requires more testing and analysis, however, -when one thinks 
of some of the unusual findings within this thesis, it is highly persuasive. For example, the researcher has reported 
that within Monmouthshire people not reporting an enduring mental health problem were placed as least 
prevalent within the list of 22 unitary authorities (2.9%). However, for those reporting an enduring mental health 
problem in Monmouthshire the position changes to most prevalent for bronchitis in Wales (17.9%). This was an 
unusual finding as Monmouthshire is categorised as the most affluent rural area of Wales and has higher than 
average socio-economic influences. It was expected that it would have the least prevalence of bronchitis, normally 
associated with deprived areas, high unemployment and historical urban industrialisation, and diat this would also 
be the case for people with an enduring mental health problem. If one reflects on this in light of the Rank Theory, 
38.8% of all people in Monmouthshire are in Social Class I and II compared to 22% in Rhondda Cynon Taff, an 
area of high deprivation. If those in Social Class I and II experience conflict, theoretically they have further to 
descend the social ladder and are less likely to re-enter that social class again, thus diminishing their opportunities 
for socialisation and increasing isolation. This may lead to a reduction in their access to health care due to loss of 
income or lack of compassion by professionals who may now view these people in a stereotypical way. This could 
lead to depression and associated health problems, far greater than that experienced in areas of Wales where a 
larger percentage of the population are categorised in Social Class III and IV. This latter group of people would 
have less impact on their social rank if they met conflict which resulted in depression, as they had less further 
descend socially. Whilst only a theory at present, this is worthy of further exploration in areas such as 
Monmouthshire, and also Cardiff, where the same nuance was found with those who experienced heart attack.
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For example, people reporting an enduring mental health problem in Merthyr Tydfil (an area of high deprivation) 
also reported the least prevalence of heart attack (0.9%) in Wales, whilst Bridgend (an area less deprived than 
Merthyr Tydfil) reported the highest prevalence (8.4%). It is also useful to consider these findings in light of two 
definitions of poverty; absolute and relative.
Mowafi and Khawaja (2005) have highlighted that absolute poverty relates to the resources people need to lead a 
minimum standard for living whilst relative poverty is a comparison to others in the same society. Within relative 
poverty, one can have income well above the poverty threshold, but compared to others in the same street, town 
or region there is perceived inequality. Townsend (1992) notes that relative poverty could result in the inability to 
participate in society fully. Reflecting on the case in point in Monmouthshire, if unemployment led to relative 
poverty the reduction may have been far greater than in a region where the variance between the low an high 
income household is lower, thus in Monmouthshire the effect is greater. This effect may be so great that it leads 
to a mental health problem and associated physical ill-health. Alternatively, the development of a mental health 
problem in Monmouthshire could have led to unemployment and magnified the problem much more for the 
individuals than regions where the impact of relative poverty is less. As with the Rank Theory explanation, these 
propositions are worthy of further exploration.
Generally, people with an enduring mental health problem throughout Wales are more likely that living in an 
economically deprived area and thus there are at risk of developing a range of diseases. For example, access to 
health care may be difficult if there is low income and heavy reliance on public transport. Or perhaps lifestyle 
factors in the area of residence are not conducive to good health, such as limited access to low cost but healthy 
food or recreational facilities. However, it is important to note that recent research by Whitehead et al (2005), as 
previously described, have highlighted the risks of making these assumptions. Nevertheless in this thesis the 
conceptual framework presented in Figure 8 (page 120) does present external influences such as income, 
employment and housing as being contributory.
Skapinakis et al (2005) have examined the Welsh Health Survey 1998 (NAW, 1999) with reference to geographical 
differences in relation to mental health and deprivation. Psychiatric morbidity was examined using the mental 
health index included in the SF-36 component of the health questionnaire and levels of deprivation using the 
Welsh Index of Multiple Deprivation (NAW, 2004). The results revealed significant differences in psychiatric morbidity 
between the 22 unitary authorities in Wales. Regional deprivation was associated with psychiatric morbidity and 
explained part of the variation at the regional level. Likewise, this thesis has found regional deprivation associated 
with reporting an enduring mental health problem and having a physical health problem. The study by Skapinkas 
et al (2005) found that a higher area deprivation score associated with a higher score on the mental health index.
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SimMarly, this thesis has found higher levels of physical health problems associated with higher area deprivation 
scores but some interesting anomalies were present which warrant further study.
Binary logstic regression of influential factors
The binary logistic regression analysis was conducted on both research sample groups as well the whole Welsh 
Health Survey 1998 (NAW, 1999) sample group. This was essential to assist the researcher to answer the research 
questions and develop the Rapid Risk Assessment Filter (RRAF), which will be visited later. The analysis 
presented odds ratio scores for the independent variables entered into the model, namely age, gender, social class, 
unitary authority, BMI, alcohol consumption, smoking and eating green vegetables. Within the binary logistic 
regression a number of predictor variables yielded higher odds ratios than others in the model, for those reporting 
an enduring mental health problem, namely age and smoking. This was also the case for people not reporting an 
enduring mental health problem. One of the highest odds ratios were for smoking which was evident in 
emphysema for both research sample groups. The odds ratio for the mental health group were 6.049 for those 
experiencing an enduring mental health problem and 5.411 for those not reporting an enduring mental health 
problem, a small difference between both groups.
The usefulness of odds ratios in practice can take many forms. Firstly, these data have highlighted the most 
significant predictor variables and their likelihood of influencing the onset of disease. It was therefore no surprise 
that age and smoking were influential in the onset of many diseases. Age produces the highest ratios for cancers, 
heart diseases, arthritis and varicose veins for those reporting an enduring mental health problem whilst smoking 
created the highest ratios for lung cancer and respiratory diseases. To ensure that die binary logistic regression 
analysis became practical to those working in primary health care with people with an enduring mental health 
problem, die creation of an electronic assessment tool based upon these odds ratios was examined. As well as 
raising the awareness of the prevalence of physical health disease among people widi an enduring mental health 
problem, die researcher aimed to provide a means of forecasting the potential risk of developing a mental health 
problem. The use of information technology in clinical practice in this way to support decision-making is 
becoming a popular and emerging trend in the United Kingdom, and much work of this work has been influenced 
by developments in the United States of America. Trivedi et al (2004) has recently introduced a computerised 
clinical decision support system as a means of implementing depression guidelines. The research team comments 
that whilst computerised clinical decision support systems are generally implemented in medical areas, their use in 
psychiatry is limited. Trivedi et al (2004) introduced a system in a psychiatric clinical setting to support diagnosis, 
treatment, follow-up and preventative care and it was positively evaluated. Within the conceptual framework of 
this thesis mere is an identification of influences and factors which may targeted to maintain good healdi. A risk 
assessment tool diat could be used quickly in consultations and reviews would be of great benefit to ensure the 
person with an enduring mental health problem is afforded the right treatment, health promotion advice and
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monitoring- The researcher used the empirically based odds ratios to develop a prototype RRAF for use by health 
professionals in practice. The RRAF will require further research for specificity and sensitivity and will be 
explored later in Chapter Eight (Taking the work forward). It is proposed that a risk assessment system such as the 
RRAF would be equally appropriate, and this will need to be evaluated in its initial pilot research.
Exploring the context of the results further in relation to research questions 1 and 2
The exploration of research questions 1 and 2 have provided detailed evidence of the prevalence of physical 
health problems in those reporting an enduring mental health problem and associated risk factors in the 
development of disease. In particular, data from the secondary analysis of the Welsh Health Survey 1998 (NAW, 
1999) have revealed two significant findings. The first finding was that having an enduring mental health problem 
alone is not the single predictor of making a person more prone to physical health problems and secondly, a range 
of other variables have a significant effect on increasing the risk of those with a mental health problem having a 
disease. Emerging social facts about those sampled in the Welsh Health Survey 1998 (NAW, 1999) with an enduring 
mental health problem reveal a complex picture, which needs to be understood in order to comprehend why there 
is an increased risk of having a physical health problems.
The mental health problem and associated risks
Whilst having an enduring mental health problem alone may not increase your risk of having a physical health 
problem, it remains an important factor particularly as it leads to other contributors to poor health. The greater 
proportion of people reporting an enduring mental health problem in the Welsh Health Survey 1998 (NAW, 1999) 
experienced anxiety and depression. The prognosis for anxiety and depression is usually long-term treatment and 
is marked by apathy and a lack of volition. Within the findings of this thesis it was clear that those sampled were 
receiving long-term treatment as indicated through the frequency of visits to the general practitioner and increased 
medication use. The literature review presented evidence that long-term use of psychotropic medication can have 
serious health consequences for the person with an enduring mental health problem, specifically the side-effects 
can make the person more prone to obesity and diabetes (Arranz et al, 2004; Meaney et al, 2004; Zhang et al, 
2004). Apathy and a lack of volition can also increase the risk of healdi problems developing. Within the 
descriptive analysis it was evident that those reporting an enduring mental health problem did not feel full of life 
most or all of the time (9% compared to 46.2% in non-mental health group), felt they could not be cheered up 
(23.5% compared to 2.3% in non-mental health group), did not feel full of energy (10.9% compared to 39.4% in 
non-mental health group), felt low and downhearted (27.9% compared to 3.1% in non-mental health group) and 
felt tired (45.3% compared to 13.8% in non-mental health group). These differences were statistically significant 
and may explain some of the reasons why diose with an enduring mental health problem in this sample 
experienced an increased risk of physical health problems. Being unable to energise oneself, perhaps having long 
periods of staying in one position and general inactivity may lead to musculo-skeletal disorders such as arthritis 
and back pain, as well as heart conditions dirough a lack of exercise. It is thus important that people experiencing
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mental health problems of a long-term nature require regular medication review and a programme of activity to 
motivate the person. The activity does not have to be vigorous, merely a regular pattern of gentle activity and 
change in pattern of the day. It can also be beneficial for the psychological health of the person also as found in 
research by Harris et al (2006). Also, general practitioners should ensure that the prescription of long-term 
medication for people with an enduring mental health problem is accompanied by advice about activity, as well as 
ensuring treatment is regularly reviewed.
The problem with prolonged tiredness and apathy is not only physical but social too, which exacerbates the risk of 
developing physical health problems. Within the Welsh Health Survey 1998 (NAW, 1999) it asked how much of the 
respondents time have physical or emotional problems interfered with your social activities over the past 
four weeks? For people reporting an enduring mental health problem, 42.7% stated most or all of the time 
compared to just 8.0% for those not reporting an enduring mental health problem (P < 0.0001). Not socialising 
and being isolated is a significant factor to the overall quality of life for those with an enduring mental health 
problem. Lack of opportunity and isolation may mean that the person has very little informal social support 
networks and no one, but themselves, are concerned about their health. Most people have someone who are 
concerned about our well-being, perhaps offering advice when necessary, providing transport if we are too ill to 
transport ourselves to health care and offering comfort at times of need. This is not the case for everyone in 
society, but unfortunately for many people with enduring mental health problems the isolating effect of the illness 
can farther exacerbate problems and may reinforce the stereotypical attitudes of society. Attitudes toward people 
with a mental health problem may present as a belief that people with an enduring mental health problem are 
different, loners and somehow not worthy of socialisation. Isolation within the sample of those reporting an 
enduring mental health problem in the Welsh Health Survey 1998 (NAW, 1999) was evident. A significant 
proportion of those reporting a mental health hid their physical and mental health problems from their close 
family and friends (30.4% compared to 5.9%; P < 0.0001), other friends (37.6% compared to 7.2%; P < 0.0001), 
employer (18.0% compared to 4.1%; P < 0.0001) and general practitioner (10.3% compared to 2.0%; P < 0.0001). 
This is one interesting dynamic. Could it be explained by respondents feeling unsupported, isolated or 
compounded by being ignored and having sought support previously? As discussed in the literature review, the 
attitudes of society toward those with an enduring mental health problem may be just as detrimental to the person 
as the mental illness itself (Sayce, 1998; SCMH, 2002). Reflecting on the notions of Mechanic (1962) and Bond 
and Bond (1986), it would seem that for people with an enduring mental health problem, although they may be 
concerned about their own health (Payson et al, 1998; Addington et al, 1998), this does not always transpire to 
seeking the help needed to access health care. To understand this phenomenon in greater detail research of a 
qualitative nature is required.
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flon was also evident in the sample in relation to the divorce rate. Obviously, not everyone who experiences 
divorce is isolated but it certainly indicated a separation and stress in people's lives For those reporting an 
enduring mental health problem the prevalence of divorce and separation was 12.0% compared 5.4% (P < 
0.0001). It is not clear if such a fact led to the mental health problem itself, or the mental health problem may 
have contributed to the separation, however it does present a startling difference and is worthy of further enquiry. 
The combination of various factors, which indicate a lack of social support and potential isolation, are critical 
factors which may exacerbate the risk of developing a physical health problem. It is also one of die most 
challenging to health care and social care professionals. Simply dictating to society that they have to support 
fellow citizens and accept the plight of people with an enduring mental health problem is ineffective. One would 
expect a growing emergence of a sense of citizenship and understanding of others who may be perceived as 
different from ourselves, leading to enhanced acceptance and socialisation. This will demand a cultural shift of 
acceptance, perhaps over many years, and the starting point has to be education of the younger age groups about 
maintaining good mental health and developing tolerance and understanding of people who may be perceived as 
different.
In some areas of Wales, the isolating effects of deprivation are an additional risk factor. For example, die demise 
of heavy industry in the South Wales valleys, and lack of anything significant to replace it, has resulted in a 
migratory movement of people toward die M4 corridor (Swansea, Bridgend, Cardiff and Newport). Recendy, large 
areas of Wales have been affected by significant job losses and society may be sitting on a 'time-bomb' not only in 
terms of people's mental health but the associated physical healtii problems that follow. One such area of Wales is 
Blaenau Gwent where the steel industry has been completely removed resulting in over 2,000 job losses recendy, 
and many more before that. The steel industry in this area, a region akeady blighted by economic and social 
deprivation, will have a massive impact on die future for the social fabric of towns such as Ebbw Vale and the 
health of the Blaenau Gwent region.
In many areas of Wales those most vulnerable, such as die elderly and diose with enduring mental health 
problems, are less likely to have die social support network diey once had due to migration of close family 
members to find employment; perhaps a son or daughter living nearby, or a brodier or sister. Studies to examine 
the social effects of diese changes in Wales are essential to develop strategies to prevent problems associated with 
such change and certainly there are none relating to the relationship between informal social support, mental 
health and the development of physical health problems. This is an area worthy of further research, specifically 
where communities diat were once economically and socially stable have since lost major opportunities of 
employment.
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Income and mental health
It was evident in the descriptive statistics that those reporting an enduring mental health problem were more likely 
to be in social class V and IV (32.9% compared to 23.4%; P < 0.0001), be unemployed (68.7% compared to 
42.4%; P < 0.0001) and not own their own house (34.3% compared to 19.9%; P < 0.0001). All three factors 
indicate that this group of people has a low income, significantly lower than those not reporting an enduring 
mental health problem. Fryers et al (2003) have previously reported low income among people with an enduring 
mental health problem with 72% describing themselves as receiving a low income and 47% as being unemployed. 
This is an unfortunate effect of having a long-term health problem and has demonstrated the long-term 
ramifications, both mentally and physically. However, it is difficult to make an assessment within the Welsh Health 
Survey 1998 (NAW, 1999) of whether the mental health problem led to the loss of income or the loss of income 
led to the mental health problem and more research is required here. What was clear was that both sample groups 
had been in previous employment; over 90% in each group. This tends to indicate that perhaps the development 
of the mental health problem led to long-term unemployment. Whatever the reason, the inability of people with 
enduring mental health problem to generate sufficient income is seemingly detrimental to quality of life. If a 
person is living on state benefit, this is below the national average for earnings in the United Kingdom. The loss 
of income may lead to additional concerns and worries in life perhaps exacerbating the mental health problem 
itself. A significant loss of income can also lead to a lack of opportunities in life, -which many of us take for 
granted. Reflecting on Seedhouse's (2001) critique that health is the ability to perform social tasks, a reasonable 
income for a person -with a mental health problem is vital to enable the person to perform essential matters. Car 
ownership is an example of one such opportunity that is no longer regarded as a luxury in life. This affords people 
the ability to travel to employment, recreation and the ability to access health care. The Welsh Health Survey 1998 
(NAW, 1999) did not ask a question relating to this and it could be a very useful criterion to add in future surveys. 
Again, if car ownership is lower among those with an enduring mental health problem then it adds to the sense of 
isolation previously discussed. Access to public transport is equally important and further research into this may 
be beneficial. For example, do people with an enduring mental health problem access public transport systems, 
and if they do, are the reasons attributable to a lack of income? Additionally, is this mode of transport not 
appealing due to the attitudes of others? Helping people with mental health problems toward more independent 
living through employment may improve quality of life but will require specialised interventions such as supported 
opportunities, which has recently been identified as a more effective method of success in a recent Cochrane 
review (Crowther, 2003) than pre-vocational training.
Another aspect of low income is the life choices people make. Within the analysis there was evidence that those 
reporting an enduring mental health problem were more likely to be obese and have a poor diet. Having a poor 
diet is not necessarily always linked to income, however, it does seem that those foods which are most healthy for 
a person are usually the most expensive in the supermarket; for example, salads, fresh fruit and fresh meat. There
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are reasonably healthy diets available for people with a low budget and health professionals who have contact with 
those experiencing an enduring mental health problem should make the encouragement of healthy eating a core 
component of the care plan. Not only the purchase of foods, but its preparation and understanding of how it can 
reduce the iatrogenic effects of long-term psychotropic medication such as obesity and diabetes. All too often 
those involved with caring and monitoring people with an enduring mental healdi problem in primary health care 
focus predominantly on the mental illness, expecting the general practitioner to deal with everything else. The 
reality should be that whoever is the care coordinator or care manager, must have accountability for an holistic 
care plan for the individual experiencing an enduring mental health problem. A strengthening of a holistic 
philosophy of care is required where diose delivering the care plan have the skills to provide interventions that go 
beyond a specialised, but perhaps narrow repertoire of skills to help the patient. Someone has to have that 
overview, bringing together the key elements to enhance a persons whole well being, just not the mental health 
problem itself. This may involve referrals to dieticians, dentists and health visitors. The educational base both pre 
and post-registration for mental health nurses in particular, needs to change to become more holistic in its 
underpinning philosophy of care. Additionally, managers and commissioners in healdi care should also expect it. 
The Care Programme Approach and shared care alike also need improvements to ensure diey also prioritise the 
physical, as well as the mental health needs of the person in their care. Within the Care Programme Approach 
there is assessment of physical health need, however it is a very small part of die overall process.
A social approach to understanding the increased risk of physical health problems and development of a conceptual framework 
Earlier in the thesis, the researcher explored the underpinning theories of the construct of health and approaches 
to health care based upon these (Chapter Three). The thesis introduced a conceptual framework (Figure 8, page 
120) to help understand the context of the development of physical health problems in people with an enduring 
mental health problem. The literature review helped the researcher conceive a framework on which to explore and 
understand the development of physical health problems. Adding to this framework, the social aspect of health is 
extremely important to consider, not only in the presenting features of an illness, but how that problem developed 
in the first place. However for Wales, the research base is very low and as highlighted earlier, research into health 
inequalities tiiat specifically explain the social circumstances diat people widi an enduring mental healdi problem 
experience which may explain the development of physical health problems is not apparent. The latest report 
from the DRC Equal Treatment: Closing the gap (DRC, 2006) did target Wales in its recommendations, however, its 
evidence was based on a study of schizophrenia and bi-polar disorder and no specific regional data were presented 
for the principality. Also, a highly specific study by Skapinakis et al (2005) of mental health inequalities in Wales 
and a multi-level investigation of the effect of area deprivation identified a link between higher area deprivation 
scores and higher scores on a mental health index. Unfortunately, it did not explore physical healdi problems. This 
thesis has begun to explore the possible reasons for the development of physical problems in those with an 
enduring mental health problem and more research, of a qualitative nature, is required to understand the specific
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experiences people have had and how these may have contributed to the onset of problems. Social and medical 
facts collected in this thesis have clarified the researcher's understanding of die aetiology of problems such as 
poor lifestyle and evidence of high unemployment, but it has also revealed that more research is required in 
relation to stigma and long-term effects of medication use. The conceptual framework offers the researcher, and 
others, an opportunity to explore the potential scenarios that people with an enduring mental health problem 
experience, when physical health problems develop. Through further research, it is hoped to develop the 
framework to influence strategy, policy and practice.
The revised conceptual framework (Figure 24, page 261) identifies the internal and external influences that may 
affect the onset and possible perpetuation of a physical health problem in people with an enduring mental health 
problem and has been revised in light of the findings of the thesis. This has involved the addition of social class, 
others one lives and external perception of health in die External Influences section and levels of activity, smoking diet, BMI and 
internal perception of health in die Internal Influences section Additionally, on die right and left hand sections of the 
persons journey of physical ill-healdi, a negative and positive end point is inserted. For each endpoint, either die 
person experiences care in an holistic philosophy of care and is a recipient of an effective shared care model 
(positive) or does not (negative). Influences such as income, employment, healdi education, attitudes of society 
and exclusion are identified in die conceptual framework. The attitudes and stigma attached to having an enduring 
mental health problem may be one of die most influential factors and this thesis has already alluded to evidence 
that people widi an enduring mental health problem may conceal dieir illnesses. One particular question widiin 
the survey enquired about satisfaction levels widi a number of services and asked if respondents had made a 
complaint when tiiey felt dissatisfied. For people reporting an enduring mental healdi problem, die most 
significant reason for not making a complaint was diat tiiey were worried about what might happen if they 
complained; 32.4% compared to 17.0% (P = 0.0001). This may reveal the perception diat diere was a lack of faith 
and empowerment in die very system diat was there to help and provide healtiicare. Stereotyping of people widi 
an enduring mental healdi problem remains a persistent problem in society and despite the efforts of pressure 
groups and government, having an enduring mental healtii problem is a label hard to discard, long after die illness 
has passed. In its extreme form stereotyping can result in harassment as found by Kelly and McKenna (1997). In a 
lesser form, but nonetheless disturbing, being ignored by people is commonplace. The headline of the 1998 Royal 
College of Psychiatrists national campaign (Crisp, 1998) to reduce stigma summarises what is required; Changing 
minds- every family in the land. This is, quite literally, what it is going to take to make a significant difference to 
people's lives.
Returning to Dingwall's (1976) Illness Action Model, an interactionist approach to illness behaviour, his diree 
notions are useful to consider in the construction of die conceptual framework. The first was diat people might 
wait and see what happens. For people widi an enduring mental health problem this Vaiting' to see what happens
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when signs of disease appear may be prolonged due to apathy. The second notion is whether the person perceives 
the signs as normal or abnormal, and definitions will differ between people, dependent on past and present lay 
and professional advice. This is highly relevant to the conceptual framework, as it would seem that people with an 
enduring mental health problem experience poor levels of service and engagement, therefore influencing 
negatively their future ability to seek help. Thirdly, Dingwall (1976) highlights that a person's illness behaviour is 
dependent on the interpretation of whether the symptoms are normal or abnormal. This leads the researcher to 
suggest that patient education is a key component to influencing people with an enduring mental health problem 
to recognise the early signs of disease. It is also important in relation to health screening.
A recent research study by Prior et al (2003) conducted qualitative research of stigma specific to Wales and 
concluded that members of the lay public have markedly different images from health professionals of what 
constitutes a mild to moderate psychiatric problem and non-disclosure should be viewed more accurately as a 
problem of alternative taxonomic systems than a fear of stigma. Therefore, could this also apply to the way those 
with an enduring mental health problem also view their physical health problems? Could the onset of physical 
health problems seem secondary, and almost inevitable, to the person with an enduring mental health problem? 
These are key questions, which could form part of a follow-up study to this thesis, and the way people perceive 
illness is vital within the conceptual framework developed by the researcher. Returning to the literature review, the 
interactionist perception of mental health problems was examined and the view that mental illness is a social status 
conferred on the individual by other members of society. For example, people not experiencing an enduring 
mental health problem observe a person with a mental illness and look for, and expect, certain behaviours 
regardless of the context of that behaviour. Could this also be the case for the development of physical health 
problems in relation to society, indeed health professionals, accepting the fact that the presence of a physical 
health problem is an inevitable and acceptable state of health for people with an enduring mental health problem? 
This expectation then becomes something that is an acceptable part of the mental health problem. For example, a 
person has a long-term depression, anxiety and smokes heavily. No interventions are identified by either the 
general practitioner or the community mental health team other than long-term antidepressant therapy and 
outpatient attendance to a community mental health nurse. A few years later a number of respiratory problems 
develop including irreversible emphysema. Whilst this is a vignette of a fictitious case, evidence in this thesis has 
tevealed significant respiratory disease in those with an enduring mental health problem and a strong association 
between smoking and emphysema. Thus, taking an interactionsist view in this case, has the health care 
professional expected that smoking is not only inevitable in people with long-term depression but could in some 
way be therapeutic? Changing the way one looks at the mental health problem and the potential physical health 
problems may introduce a more proactive health promotion plan, or at the very least, referral to others who may 
help. Of course, the perception of physical health problems being an inevitable fact for people with an enduring 
mental health problem may also pervade the recovery journey through a path from the first signs of a health
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problem to treatment and resolution. This includes the potential negative views of all health professionals, from 
the receptionist in the general practice, the radiologist in the local hospital and the consultant in outpatient clinic. 
Being in receipt of treatment and care falling short of anything one would expect for a member of the public, may 
decrease the motivation levels of the person with an enduring mental health problem to continue compliance with 
proposed interventions. These assumptions are all part of the 'so why?' rather than the to what?' question discussed 
earlier.
Interestingly, findings have revealed that those people with an enduring mental health problem visit their general 
practitioner more often in a 12-month period than those not experiencing a mental health problem; 92.2% 
compared to 76.1% (P < 0.0001). Kendrick (1996) has found that despite consultation, actions on health needs 
were not taken resulting in unmet health need. Examining this finding in the Welsh Health Survey 1998 (NAW, 
1999), it could be linked also with the reports of high levels of prescription medicines for people with an enduring 
mental health problem; 73.5% compared to 40.6% (P < 0.0001). In many respects, one could argue that it was 
somehow essential for the person with an enduring mental health problem to visit their general practitioner for a 
repeat prescription. The visit is thus primarily for the persons mental health, rather than physical health need. Yet, 
this rinding tells us nothing about the quality of that interaction. Indeed, it was also reported that people with an 
enduring mental health problem hide their physical and mental health problems from their general practitioner; 
10.3% compared to 2.0% (P < 0.0001). In contrast to these findings, people responding to the Welsh Health Survey 
1998 (NAW, 1999) were asked if they had attended their dentist in the last 12 months and people with an 
enduring mental health problem reported less attendance; 59.7% compared to 66.4% (P < 0.0001). Thus, when 
given a choice, people with an enduring mental health problem visit health professionals less frequently. Clearly, 
examining access to health care requires research at an individual level and a survey such as this can only be an 
indicator to real problem. Exploring research from an emic perspective may reveal more insight into the illness 
seeking and health promoting behaviours of individuals.
The internal influences identified within the conceptual framework of this thesis included the severity of the 
illness, gender, age, lifestyle, personal motivation and long-term medication. Within the analysis of the findings 
there was evidence that lifestyle factors, such as smoking and diet, were associated with many of the physical 
health problems found, and an important part of taking the work forward will be the promotion of better health. 
For people with an enduring mental health problem that are in contact with primary health care this is potentially 
achievable, but there will be a need for a change in the philosophy of care. On examining the journey of a person 
with an enduring mental health problem within the conceptual framework, once a problem is recognised a care 
and treatment plan should be devised which takes a path through the right hand side of the model. Even before 
the onset of a physical illness, the inevitability of the person eventually developing a physical health problem 
should not be accepted. This may be the biggest challenge for health professionals in terms of assessing and
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managing the risk of developing physical health problems. A preventative strategy would need to be integrated 
into practice where the encouragement of good health is the norm. The evidence within this thesis reveals that 
having a mental health problem itself is not the greatest predictor of physical health problems and multiple 
variables have to be assessed, dealt with and evaluated to make a difference. A shift in the underpinning 
philosophy of treatment and care may be required or at the very least a reinforcement of the holistic tenets of 
existing models.
The ideal state theory of health, identified earlier by Seedhouse (2001), may not be realistic in practice and the 
researcher is drawn more toward a notion that for people with an enduring mental health problem it is more to do 
with the ability to perform socialised tasks and personal empowerment. Thus for health professionals, the focus 
should not be predominantly on cure but on a more holistic approach to helping people regain control of their 
lives. This empowerment is also a core tenet of Seedhouse's (2001) analysis that health is a personal strength or 
ability. To move toward a service based on an underpinning philosophy of holism and empowerment may need 
sophisticated and novel approaches in commissioning, policy and training to make the difference. The researcher 
is of the opinion that the move toward change has to occur now in Wales to have any effect in the next 10 years 
and the starting point is training and education. However, the standards set in training will also need support and 
reinforcement in practice. As discussed earlier, mental health nurse education already has an holistic curriculum, 
but the socialisation of newly qualified nurses somehow takes these skills away and the focus of the work becomes 
dominated with the mental health problem within a very medical approach. Nurses are just one example, albeit 
one of the key roles in primary health for the care and treatment of people with enduring mental health problems. 
Psychiatrists, general practitioners, social workers and occupational therapists all require an evaluation of how they 
work together within shared care schemes and how professional boundaries may be detrimental to the holistic 
approach. Further training is particularly needed in the assessment of people with a mental heath problem, with a 
strong emphasis on the whole person not just the psychological aspects. Mental health professionals require more 
emphasis in their education on the physical aspects of health and generic health professionals more emphasis on 
the mental health aspects required in preparation for practice; the ideal -would be a common foundation for all, 
however, this seems unlikely to occur in the near future. This will be discussed in more detail in Taking the Work 
Forward, Chapter Eight.
Inequality and inequity
The literature review explored the concepts of inequality and inequity and the findings within this thesis have 
revealed significant differences, not only between those who do and do not have an enduring mental health 
problem, but also regionally. Rawls (1971) talks about equality in relation to his theory of social justice and also 
points to inequality where the distribution of health care is unequal. This may be defendable if it produces gains 
for the disadvantaged. People with an enduring mental health problem within a region experience different levels 
of physical ill-health than those without an enduring mental health problem, but it is difficult to determine from
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this thesis whether this was just or not, and thus explore the proposition that inequity exists. Another level of 
analysis would have been required to measure the difference in health care provision for both groups. For 
example, was a cervical cancer screening programme available to all those who required it? The problem with 
resource allocation within the NHS in Wales is that it takes a very generalist approach to health, therefore the 
screening programme may have been available but did it take into account that those with an enduring mental 
health problem did not have die motivation to respond to the invitation and could not afford to transport 
themselves? Thus, resource allocation may be not be as equal as one may have planned as it did not recognise the 
extra resources required to proactively engage people widi an enduring mental health problem. Also, it is die 
researcher's view that the National Assembly for Wales has not yet mastered negotiating the right levels of 
investment from central government and a recent example has reinforced diis view. Significant funding in 
England has provided an opportunity for 88 primary care trusts to introduce new models of physical heakh care 
for people with mental health problems. In a commissioning framework paper ChoosingHealth (DoH, 2006b), two 
well-being nurses were allocated in each of the 88 primary care trusts in England to establish specific physical 
health programmes for those widi a mental health problem. No such investment has emerged in Wales, even 
though central government sets budget levels for both England and Wales. The existence of the inverse care law 
has never been so obvious and die findings of this thesis present a strong argument for more investment in the 
health of people with an enduring mental health problem for similar posts.
Reflecting on Gruskin's (2002) description that equity is inherently value-based, one is drawn back to the 
discussion on whether physical health problems are seen as an inevitable consequence of having an enduring 
mental health problem and somehow not worthy of extra investment. The researcher highlighted earlier that there 
is no specific strategy or policy in Wales that deals with die physical health problems of people with an enduring 
mental health problem and yet examining the sheer amount of physical ill-healdi uncovered in diis thesis, the 
costs to bodi individuals, healthcare and society is potentially immense. Also, having one specific health strategy 
may not be sufficient to make an impact and a range of drivers may be required to change the wide-range of 
socioeconomic influences of the physical health of those with a mental health problem. For example, setting a 
new standard that all future strategies and policies in Wales around employment must take into account the 
inclusion of supported recovery programmes for people with enduring mental health problems.
Horizontal equity (McGuice et al, 1998) is concerned with equal treatment of equals, as discussed in the literature 
review. Thus, two individuals experiencing die same condition should receive the same treatment. From the 
findings of this thesis, it is clearly apparent that there are significant differences existing between people widi and 
without an enduring mental health problem in Wales, suggesting inequity but it is unclear if any inequality in the 
provision of care has led to this. It has been not been possible to assess this using the 1998 Welsh Health Survey 
{NAW, 1999) as it did not assess resource provision. Certainly, inequity exists between diose who do or do not
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have an enduring mental health problem and there is regional variation (see Figures 17 to 22, pages 199 - 201). 
Vertical equity is even more difficult to explore in that not only does one have to determine the inequality 
between conditions but also the unequal responses to that condition. Both horizontal and vertical inequity is two 
perspectives that should be researched furdier in relation to people with a mental health problem in Wales. 
Unfortunately, this thesis has not researched the allocation of resources to the problem in Wales, however, this is 
clearly a factor which should be examined in any subsequent studies.
In the course of conducting the literature review and analysis of the specific inequalities in health throughout 
Wales, questions about the morality of the situation for people with an enduring mental health problem have 
emerged. People in Wales who are experiencing a mental health problem are disadvantaged, not only in terms of 
their physical health needs but their social circumstances such as employment and isolation. Certainly, we should 
not ignore the real cost and burden it places on the finite resources of the NHS and thus increasing health gain for 
those with an enduring mental health problem will reduce overall treatment and care costs. Such reductions in one 
area of the service will mean more monies being spent in other areas of need. Therefore, there is a strong 
utilitarian argument for reducing the physical health problems in those with an enduring mental health problem. 
However, the question arises of how has this situation arisen in Wales, or indeed elsewhere in the United 
Kingdom, when this apparent problem has existed for many years? Some of the literature highlighting the physical 
health deficits of those with severe mental health problems dates back to the 1980s, albeit mosdy around 
schizophrenia. Despite diis evidence, diere has been little effort through legislation or policy to make things better 
and this has presented a moral injustice for people with a mental health problem in die United Kingdom. Indeed, 
when opportunities have arisen to change policy in the 1990s, policy change focused more on public safety and 
reinforced the custodial philosophy of treatment and care. For example, die introduction of supervision registers 
in 1994 (DoH, 1994c). Part of die problem is that there has been no localised data available to Wales and this 
thesis has now provided that data to a level of stratification not presented before. The moral injustice of knowing 
that issues exists has certainly been recognised by a number of agencies acting as advocates for those with a 
mental health problem, who have called for greater empowerment and choice for people not only -when they are 
ill, but later in their recovery. This thesis has added more knowledge and understanding to the current issues 
around die physical health needs of people with mental healdi problems and has produced further research 
questions to explore existing gaps in understanding. It has also heightened the moral awareness of the issues in 
Wales.
In terms of improvement in Wales, there are now die beginnings of strategies and policies which may influence 
the inequalities and inequities of health and social care; for example the Revised Adult Mental Health National Service 
framework and an Action Plan for Wales (NAW, 2005c). As useful as this is, the researcher has concerns that such a 
framework has not fully addressed the unmet physical health needs of people widi a mental health problem. The
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framework (NAW, 2005c) does not provide specific evidence regarding the physical health deficits for people with 
amenta! health problem in Wales and is subsequently not driving regional and local action plans to ensure 
resources are provided to make the difference. However, in support of the framework (NAW, 2005c), strategies 
and policies such as mis are attempting to tackle empowerment, choice and stigma for those with mental health 
problems in Wales, albeit in way that may be dealing with just one layer of the problem. Reducing stigma is an 
the essential component to change as without improvements in the way society, including health professionals, 
treat their fellow citizens who experience mental health problems, there may be little if any real improvements in 
physical health. Morally, those with the remit to make a difference to the way people with a mental health problem 
are treated, cared for and respected as individuals, must act as role models and deliver a new philosophy of 
partnership working. Society has a responsibility to be concerned about inequalities in health care and inequities in 
health. Anand (2002) notes that society should be morally concerned about inequities because the concept of 
health is special. It is an important component of overall well-being and it is the most fundamental resource in 
life. Without good health, enjoyment of other things is not possible. Asada (2006) put forwards the argument that 
being interested in dealing with health inequity plays an important role in the general pursuit of justice in society 
and indeed health inequality may be an indicator of general injustice in society. If that were the case, then clearly 
those with an enduring mental health problem in Wales are experiencing gross levels of social injustice toward 
them and society, including health professionals, can no longer be bystanders observing the problem increasing 
year on year. Even if more resources are invested, without the implementation of an holistic approach, such 
increases may prove fruitless in the impact they make. It would be a great disservice to people with a mental 
health problem to have more resources to improve their physical health, but the social construct for their plight 
remain ignored. This thesis has, for the first time in Wales, provided robust data on which to allocate resources to 
the problem at unitary authority level and raised awareness of the apparent inequity. As one in four people 
experience a mental health problem throughout their lifetime, it is surely in everyone's interest to improve the 
situation through targeting resources, formulating clear strategies, examining the existing philosophy of care and 
conducting further research to address existing gaps in knowledge.
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Conclusion to the Discussion
The research conducted within this thesis attempted to answer two main research questions through a secondary 
analysis of the Welsh Health Survey 1998 (NAW, 1999);
1. Does an enduring mental health problem make an individual more prone to a physical health 
problem within the population of Wales?
2. Within Wales, are other factors influential such as; 
a. Age? 
b. Gender? 
c. Where you live? 
d. Social class? 
e. Lifestyle?
The Welsh Health Survey 1998 (NAW, 1999) was initially examined in terms of its robustness to answer the research 
questions. Firstly, were those answering question 31 of the Welsh Health Survey 1998 (NAW, 1999) actually 
experiencing a real mental health problem? Secondly, were those who reported an enduring mental health 
problem either over or under-reporting the extent of their physical health problem? The preliminary study of this 
thesis concluded that the Welsh Health Survey 1998 (NAW, 1999) was robust dataset on which to explore the 
research questions and household survey-type research, using implied consent, may offer an ethical method on 
investigating the health and healthcare of people with an enduring mental health problem. The main study, 
through secondary analysis, revealed evidence that people reporting an enduring mental health problem 
experienced significantly greater prevalences of physical health problems across the twenty-three physical health 
problems chosen (P < 0.0001 — 0.020), even when adjusted for age, gender and social class. However, there was 
conflicting evidence that having an enduring mental health problem was the single variable, which may have 
caused that physical problem (Exp B = 0.288 — 0.762), excluding pleurisy where there were limitations to the 
significance of the goodness-of-fit of the binary logistic regression model. No studies have previously reported such 
findings for Wales.
To examine diis further the thesis conducted binary logistic regression to explore whether having an enduring 
mental health problem alone was the key factor or were there a range of unexplored factors which interact to 
result in people with an enduring mental health problem in Wales having an appalling health record. This was 
important to answer as it had implications for strategy, policy and practice. Within the introduction of this thesis 
the argument was clearly set out in relation to future strategies, policies and practice. If mental health is a primary 
factor, which may explain increased physical health problems in people with an enduring mental health problem, 
then policies to improve mental health may lead improving the physical health of people as well. However, if that 
was not the case then other strategies, policies and practice would have to be employed. The binary logistic 
regression revealed that having an enduring mental health problem is not the single factor and a range of other 
variables are equally important. This has important implications for strategy, policy and practice which needs to
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move away from merely dealing with mental health itself, but examining the social influences of health and 
influencing a philosophical shift toward an holistic approach to the problem. Education and training of the health 
professionals involved should be the starting point. The conceptual framework proposed in this thesis may be a 
useful learning tool for those within service provision to help understand the processes underlying the person's 
presentation of physical health problems, and also may offer a useful conceptual base for the development of 
health promotion, health education packages and further research. The framework has been revised in light of the 
discussion of the findings.
Further cross-tabulations revealed that a range of lifestyle factors, such as smoking and obesity, may be 
responsible for the gross physical health deficit of people with an enduring mental health problem. Health 
promotion at an early age for people with an enduring mental health problem is an important policy area for 
providers and commissioners of treatment and care. This group of people may be one of the largest areas of 
health service spend for chronic and acute diseases, and more important, are suffering gross health deficits with 
associated poorer quality of life. There is also the social deficit through loss of employment, loss income and a 
heavy reliance on the •welfare state to support the person. Therefore, the 'so what? proposition should be altered to 
'so why? through attempting to understand the contributing factors and construct of health in the those 
experiencing an enduring mental health problem Only then we may begin to find the solutions to reducing the 
inequalities and inequities. There is a strong moral argument for improving the current situation.
The next chapter in this thesis will build upon the discussion and describe the work required to be taken forward 
to address the problem, in support of the research objectives.
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Conceptual framework of the health journey of a person with an enduring mental health problem; 
revised in light of findings i
Exclusion and social isolation 
Income and employment 




Understanding and attitudes of society 
External perception of health
Internal Influences
Side-effects of medication 
Personal motivation levels; levels of activity 
Severity of mental health problem 
lifestyle factors; smoking, diet, BMI
Gender
Age 






Ignore die signs 
and symptoms





















The person is well
Signs of a problem 
with physical health
Access to health care
Engaging the 
health professional
Diagnosis of the 
physical health problem , r
Treatment
Outcome 






Takes action in light 
of signs and 
symptoms
An accessible primary 
health care service
An appropriate 
response by health 
care professional
Correct diagnosis
Correct treatment and 
information — met 
need
Concordance 
Wellness and / or 
quality of life
Experiencing care in 
an holistic philosophy 
of care and an 
effective shared care 
model
' Additions to the conceptual framework in light of the discussion of the findings in this thesis are highlighted in red
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Summary of Chapter Seven
Key points in the discussion, emphasising the originality and new knowledge within this thesis were;
1. The Welsh Health Survey 1998 (NAW, 1999), whilst a self-report measure, is a robust method for collecting 
health data regarding people who have an enduring mental health problem
2. An in-depth analysis of the Welsh Health Survey 1998 (NAW, 1999) has revealed significantly high
prevalences of heart disease, respiratory disease, cancer diseases, arthritis, back pain, varicose veins and 
diabetes for those reporting an enduring mental health problem.
3. Age, gender, where one lives, social class and lifestyle factors were significant factors affecting prevalence 
of ill-health
4. People with an enduring mental health problem experiencing a physical health problem in Wales are more 
likely than the general population to be overweight, smoke and be unemployed. The risk of these 
problems increases with age and they are likely to commence at a much younger age, possibly 
contributing to a higher mortality rate
5. Recent studies by Egede (2005) and Djernes (2006) have estimated that that 20 - 50% of older adults 
with long-term conditions have clinically significant symptoms of depression therefore estimates in those 
over 65 must be viewed with caution; more research is required into this
6. Having an enduring mental health problem is associated with higher levels of physical health problems 
and poor lifestyle but cannot be isolated as the single factor above all others, specifically age, gender, BMI 
and social class. This finding went beyond merely reporting zero-order relationships and has important 
implications for strategy, policy and practice
7. Among the five most prevalent diseases were pleurisy, heart failure, TB, unspecified chest diseases and 
bronchitis as compared to those who did not report an enduring mental health problem
8. Among the least prevalent -were lung cancer disease, un-specified cancer diseases and varicose veins; 
however even these were 1.5 times greater than non-mental health prevalences
9. Back pain and arthritis presented surprisingly high levels of disease with a link to obesity
10. Those reporting an enduring mental health problem were more likely to be in social class IV and V, not 
employed, a smoker and overweight
11. Those reporting an enduring mental health problem experienced greater levels of physical health
problems at a younger age, specifically angina, hypertension, skin cancer disease, breast cancer disease, 
asthma, pleurisy, bronchitis, arthritis, back pain, and diabetes
12. Gender differences were present, similar to the general population however men reporting an enduring 
mental health problem experienced higher levels of hypertension.
13. Smoking increased the risk of arthritis for men reporting an enduring mental health problem.
14. Hypertension was highly prevalent in social class I and back pain was highly prevalent in social class IV 
and V, linked to higher levels of obesity in these categories.
15. To reduce physical problems more health promotion is required in relation to diet, smoking cessation and 
exercise. This alone, however, may not create a significant change in prevalences as the health of people 
with an enduring mental health problem requires a whole systems approach including employment, 
housing, education and social support. For example, in this thesis people reporting an enduring mental 
health problem were more likely than those not reporting an enduring mental health problem to be in 
social class IV and V (32.9%, P < 0.0001) and unemployed (68.7%, P < 0.0001). One cannot tackle the 
illness alone.
16. In general, unitary authorities in Wales for both sample groups reported higher levels of physical health 
problems linked to higher levels of multiple deprivation. Inequalities and inequities in health were evident 
for people with an enduring mental health problem
17. Unique findings emerged which require further study for those reporting an enduring mental health 
problem specifically heart attack in Wrexham and Merthyr Tydfil, cancer diseases in Blaenau Gwent and 
Monmouthshire, and bronchitis in Monmouthshire: Rank theory of depression may be relevant
18. A glimpse into the 2003/4 Welsh Health Survey (NAW, 2005d) has re-affirmed that the picture in Wales is 
no better for people reporting an enduring mental health problem
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19. Reflecting on Seedhouse's (2001) foundations of the achievement of health, a move toward empowering 
people with an enduring mental health problem to perform socialised tasks and an holistic approach to 
health should be encouraged
20. Data collected were related to a proposed conceptual framework and this model is useful to help 




Taking the work forward
Research objectives one and two have been met as discussed earlier and this chapter will examine objectives three 
and four alongside other work recommended for the future. The literature review, preliminary research and main 
research analysis of the Welsh Health Survey 1998 (NAW, 1999) have led to recommendations which can be framed 
by a useful health promotion model expounded by Ewles and Simnett, (2003). This framework will be utilised to 
discuss taking key recommendations in relation to strategic direction, assessing risk, health promotion and 
education, followed by a discussion on future research. The important underlying motive of the framework by 
Ewles and Simnett (2003) is that its components should be planned and deliberate, not somehow developed 
incidentally. This is an important principal for the researcher in taking the work arising from the analysis and 
discussion of this thesis. The framework includes preventative health services, health education programmes, 
economic activities, environmental health measures, health public policies, organisational development and 
community-based work.
Preveatative health services
Within primary and secondary healthcare there are services already available in Wales to prevent physical ill-health 
and promote better health. For example, public health departments, health visiting, general practitioners and 
specialist nurses. However, these services have somehow failed to engage or influence the health of people with 
an enduring mental health problem, as evidenced through the significant prevalences of ill-health in this thesis and 
the literature (Kendrick, 1996; Disability Rights Commission; 2006). Strategically, there needs to be a specific drive 
to influence the commissioning of services which do not ignore the gross health deficit of those with mental 
health problems at a population, group and individual level. It is hoped that the provision of data from this thesis 
at a unitary authority level will help target resources appropriately and ensure improvements are made at all levels. 
At a primary level, the aim should be the prevention of physical health problems for those known to have 
developed mental health problems, particularly in light of these data revealed in this thesis where the risk of 
developing a disease is high. At a secondary level, when those with a mental health problem develop a physical 
health problem, particularly of a chronic nature such as diabetes, the aim should be the maintenance of good 
health and prevention of complications. These essential components to health promotion will demand innovative 
and individually tailored health education programmes, not only at the personal level but team and population 
level too. Within these programmes it will be important to set standards specific to preventing physical health 
problems and promoting well-being for those with an enduring mental health problem and it is suggested that the 
following criteria should be rapidly adopted throughout Wales;
1. Regular risk assessment
2. Annual medical assessment, including blood analysis
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3. Quarterly blood pressure checks
4. Regular medication reviews
5. Assertive health screening
The concept of empowerment and returning people to a state where they are able to undertake social tasks in 
order to help themselves is paramount. Regular risk assessment of those people with an enduring mental health 
problem known to primary and secondary care is essential to reducing the overall health deficit in Wales. Evidence 
in this thesis has revealed diat physical health problems are just as significant in the young as well as those middle- 
aged with an enduring mental health problem, suggesting that problems can begin early on in the progress of a 
mental illness. It has also been clearly evident through the literature, and discussion around the conceptual 
framework, that the physical health needs of those with an enduring mental health problem are subject to severe 
neglect in many cases. Identifying and documenting that need is one of the important first steps to getting 
something done. The RRAF proposed in the research objectives of this thesis will also aid clinical judgement in 
this identification. It is suggested that for those with an enduring mental health problem, care plans must include 
health screening as recommended by National Service Frameworks including cervical health screening, breast 
examination, testicular examination and blood pressure monitoring. Regular screening such as this will ensure 
normative and felt needs become expressed needs as described in Bradshaw's taxonomy of need (Bradshaw, 
1972). In a recent research study by Hippisley-Cox and Pringle (2005), women with schizophrenia were less likely 
to have had a cervical smear in the previous five years; 63% compared to 73% in the general population. Also, 
mammography rates were lower than in people with schizophrenia and manic depression. More research is needed 
into this area as it is unclear whether the lack of attendance to screening sessions were influenced by the person's 
mental health problem or the approach to engagement. Results from the thesis have also demonstrated the 
increased risk of bowel cancer those with an enduring mental health problem experience, with a risk of developing 
this disease of 1.8 times. Davies et al (1998), in a literature review on rectal bleeding, highlighted that there is a 
growing body of evidence supporting the use of annual or two-yearly health screening of the general population 
for colorectal cancer disease using faecal occult blood testing. The test is relatively inexpensive and could make a 
significant contribution to the reduction in mortality and morbidity rates for colorectal cancer diseases.
Whatever the reason for not attending screening sessions, a more proactive and assertive approach is advocated, 
through encouragement and empowerment of the person. Assertive health screening requires two methods. The 
first is to ensure that those people with an enduring mental health problem in contact with primary and secondary 
health care participate in local and national service health screening programmes as recommended by National 
Service Frameworks. A proactive approach should be encouraged and care plans should include dates for future 
health screening and attendances to clinic. If a person with an enduring mental health problem does not attend 
their clinic for cervical health screening, the practitioner should explore the reasons and identify actions to ensure 
that the next appointment is met. The second approach involves general patient education. The researcher of this
265
thesis plans to develop a resource pack specifically designed for people with a mental health problem and this will 
include a range of information leaflets on the importance of health screening and techniques for self-examination. 
Other simple approaches can make a big difference to reducing the level of risk. Two annual simple pin-prick 
blood tests, blood glucose and cholesterol, are two such approaches to reducing the risk of disease. These cost- 
effective tests, at any age, conducted on an annual basis with the person's consent may prevent the onset of Type 
II diabetes in many cases or the early onset of cardiovascular heart disease. Early intervention such as weight loss 
may reverse Type II diabetes in some cases and prolong life. In the case of those with a BMI over 30, both tests 
should be conducted quarterly. High blood pressure is a silent killer and can go undetected for many months and 
years. During this undetected time it can cause damage and increase the risk of a range of diseases including 
cardiovascular heart disease, renal disease and stroke. A simple two-minute check by the mental health nurse or 
practice nurse on a quarterly basis can detect early and treatable hypertension. At the very least, it should form 
part of everyone's annual medical review by the general practitioner, as well as checks such as Peak Expiratory 
Flow (PEF). PEF readings are relatively low cost and easy to use and have the ability to monitor a whole range of 
diseases, including asthma and Chronic Obstructive Pulmonary Disease (COPD).
People with a mental health problem and akeady engaged with services should receive an annual physical 
assessment with the general practitioner and this should be integrated into practice, preferably driven through 
contracting and monitoring by commissioners. This recommendation is akeady within Key action 34 of the Revised 
Adult Mental Health National Service Framework and an Action Plan for Wales (NAW, 2005c). Regular reviews of the 
physical health problems and prescribed medication of patients with an enduring mental health problem is part of 
the GMS contract. These are not new standards in Wales but a reinforcement of existing good practice. Within 
the conceptual framework, non-concordance with treatment and apathy was identified as being a problem. 
Proactive management and advocacy can ensure regular monitoring is conducted for the good health of people 
with an enduring mental health problem, utilising a partnership approach.
The importance of meeting unmet health need has been raised in the literature review of this thesis through 
several studies (Kendrick, 1996; Dixon et al, 1999; Huxley and Thornicroft, 2003) and one important way one can 
meet these needs is through screening and regular assessment. Within the literature review there -were no specific 
risk assessment tools to measure the physical health of people with an enduring mental health problem. Research 
objective three of this thesis identified the need to develop such a tool and based upon the findings of the 
research, a prototype electronic risk assessment tool was developed.
The development of a Rapid Risk Assessment Filter (RRAF)
The odds ratios (Exp B values) obtained in the analysis of this study were integrated into an electronic risk
assessment tool. A CD format version accompanies this thesis and a printed example can be seen in Figure 25
266
(page 270). The RRAF at present is based on the self-reported empirical data from the Welsh Health Survey 1998 
(MAW, 1999) and the forthcoming dataset to be published in 2007 will be used to update the odds ratios collated 
in this thesis. Limitations to some of the physical health problems in the odds ratios reported (for example, 
pleurisy) were found, thus further analysis and testing of the tool is essential. The RRAF has a data entry section 
and formulas have been entered into the spreadsheet to produced a risk percentage for individual disease 
categories together with a total risk percentage. A legend accompanies the REAP, which acts as a tool for 
assessing the person. For example, if the person is 44 years of age one enters the number 6 in the Age data entry 
section. Once the assessment has been completed, the risk assessment values are presented. The theory behind the 
development of this tool was discussed earlier in Chapter Five when describing binary logistic regression. At this 
stage it is very much a prototype and prior to further research it will be updated in light of the Welsh Health Survey 
2003-4 (NAW, 2005d), with revised odds ratios. Reflecting on Write (2004), the odds ratio estimates the change in 
odds of members in the target group for a one-unit increase in the predictor. For example, if the outcome variable 
is hypertension (1 = hypertension and 0 = no hypertension), the predictor is BMI in categories (e.g., 1 = BMI < 
20; 2 = BMI 20-24) and the odds ratio is 1.7, then for each increase in BMI category for a person (a unit change) 
the odds of having hypertension increases by 1.7 within binary logistic regression. Thus, formulas entered into the 
RRAF calculate a change in rank of the independent variable, which is then multiplied by the odds ratio, obtained 
from this thesis to produce a value, which was then computed into a percentage of risk. Also, certain disease 
categories were weighted to reflect the severity of the illness. At this stage in the prototype RRAF this weighting 
was based simply on whether the physical health problem could result in premature death. Therefore, the variable 
Varicose veins' was given a weighted value of land heart attack a value of 3. The aim of the RRAF is to act as a 
guide only and it is not proposed to replace clinical judgement. However, it has the potential to be a very powerful 
adjunct to decision making. Its principal aim is to raise awareness, monitor progress and act as a focus for health 
promotion activity. For example, if the risk of diabetes is assessed by the RRAF as high, this should stimulate 
health promotion activity regarding diet, weight loss and smoking cessation. It may also prompt routine fasting 
blood sugars to check for early onset Type II diabetes. For people who may be apathetic to their health, it could 
act as a relative motivational aid to help reduce risk. Thus, from consultation to consultation one could view a 
relative reduction in risk as a person ceases smoking or eats a healthier diet. There may also be an opportunity to 
use the tool for prioritising interventions in large groups of people. For example, resources may be available to 
conduct smoking cessation clinics but all, but a few, of the health professional are caseload with an enduring 
mental health problem smoke heavily. Who would be the first ten people to enter the class? The RRAF could 
offer a simple, but effective means of assessing who are the priorities in this case.
For the tool to be valid and reliable more research will be required and this will become the next objective for the 
researcher in relation to his longitudinal enquiry into the health of people with mental health problems. Specific 
research objectives for future testing will include testing the filter for reliability and validity, and then publishing
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the filter (and normative values) for practitioners and researchers to use to improve the physical health of people 
with an enduring mental health problem. In relation to the conceptual framework presented earlier, the RRAF has 
the potential for reinforcing the importance of dealing with improving poor lifestyle and helping the person with 
an enduring mental health problem recognise early signs of illness. A research method for developing the RRAF 



















































































































































































































































































































































































































































































































































































































Health education is an important component of the concept of health promotion, as discussed in the 
literature review. The researcher has provided a definition of health promotion that is very specific to 
people with an enduring mental health problem;
'Health promotion for people with mental health problems is aimed at implementing parallel actions through 
reducing the distress of the mental health problem itself and proactively ensuringphysical health needs are met. 
On an individual level it is an attempt to ensure that those already engaged with services have an holistic 
treatment and care programme, underpinned by proactive health screening and effective shared care. Aspect for 
the person's autonomy is essential On a wider level, health promotion is the development of strategies, polices 
and resource allocation which not only implement community programmes for better health but proactively tackle 
discrimination, inequity and social exclusion?
Designing health education programmes, within a health promotion framework, which are specific to 
those with enduring mental health problems will require careful thought to how information will be 
received and understood, and how people can be empowered to help themselves. One underlying 
important factor is to ensure such programmes form part of a philosophy of care •which embraces 
holism and views health as the ability to perform social tasks. People with mental health problems 
require not only the level of health education others receive in primary and secondary care, but also 
specific programmes to deal -with aspects of their lives which are different from those not experiencing 
a mental health problem.
An area of development, which may assist in Wales, would be the publication of the resource pack 
mentioned earlier, highly specific to those with an enduring mental health problem. Such a resource 
pack could contain information on how to set up and access smoking cessation classes, weight 
reduction classes, promote exercise, teach self-examination (i.e. breast for cancer disease), the 
importance of nutritional assessment (Davies, 1999), recognising the early signs of side-effects from 
medication and recognise the early warning signs of disease. The literature review has yielded significant 
evidence of the devastating effects that long-term psychotropic medication have (Arranz et al, 2004; 
Meaney et al, 2004; Zhang et al, 2004). These can include hypertension, obesity, blood disorders, 
thyroid disease, renal disease, parkinsonian features and much more (Bank, 2007). Early detection and 
reporting of these side-effects can reduce the possibility of these having a damaging effect on the 
person. In a previous study, which included the researcher of this thesis (Northway et al, 2000), 22% of 
people with a mental health problem in the community reported that they had not received any 
information with regards to their medication and an additional 30% reported the information they 
received was not enough. This level of unmet need, which potentially could have serious health 
problems for people with a mental health problem, requires a concerted effort in Wales to ensure risks 
are kept at a minimum. The proposed resource pack may offer a useful and practical approach to this.
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It is envisaged that both the professional and client will form a partnership approach to health 
education and a contract for good health, with an emphasis on empowering the person. Empowerment 
is key to a successful approach and as described by Seedhouse (2001), health is viewed by some as an 
inner personal strength. Within the literature review there were reassuring signs that people with a 
mental health problem are concerned about their own health and can be motivated to make a 
difference to their lives (Payson et al, 1998; Addington et al, 1998). The significance of ignorance of the 
early signs of disease could be critical to maintaining good health as well as poor lifestyle. It is proposed 
that the resource pack could focus on recognising the early signs of physical health problems and what 
to do about these when they occur. For people who may already be experiencing chronic conditions, 
the resource pack could also expound the recommendations of National Service Frameworks (NAW, 
2001b; 2003c) in relation to promoting good health. For example, annual eye diabetic retinopathy 
health screening for those known to have diabetes.
Economic and regulatory activities, healthy public policies and environmental health 
measures
Ewles and Simnett (2003) have highlighted that the need to drive health promotion through the 
development of several strategies to influence the environment in which people can promote their own 
health, die -way professionals can deliver health promotion and influences which go beyond the client- 
professional relationship. Ewles and Simnett (2003) have noted that economic and regulatory activities 
may involve political and educational activities directed at politicians, policy makers and planners. As 
reported earlier in this thesis, the Wanless Report (NAW, 2003a) focused on the lack of information to 
support decision-making in Wales and quoted the response of the Audit Commission in Wales to its 
review. The Audit Commission informed the review;
' Information is essential to underpin decision making by clinicians and managers and the poor quality of information 
within health systems in Wales is a routine finding from our reviews at both a national and local level
(NAW, 2003a, page 48)
In some -way, the researcher of this thesis hopes to lobby for change through presenting evidence 
specific to Wales, in particular data specific to unitary audiority level to assist in planning for the future 
targeting of resources. In particular, not simply presenting prevalences but also the significant links 
found to a number of independent variables. On a wider level, and reflecting on the external factors of 
the conceptual framework, influencing the attitudes of society is already a long-term objective taken up 
by various mental health advocates and organisations. However, it may take legislation to actually drive 
the change and this is discussed later. Changes on a wider-level, than merely the clinical setting, is
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essential. Wales remains one of the most deprived areas of the United Kingdom. Indeed, as recently as 
July 2007, the Joseph Rowntree Foundation has reported that Wales is no better off economically than 
2005; it remains a low-pay economy and unemployment has risen slightly. The report also revealed that 
the proportions of disabled and lone parents who are unemployed, but wish to work, has risen since 
2004 (Kenway and Palmer, 2007). For those with a mental health problem, the situation may be even 
worse and there is a need for specific programmes in Wales to get those who are able, back into 
employment thus affording a better quality of life. At the very least, for those with an enduring mental 
health problem, there should be free access to recreational facilities, fitness centres, public transport 
and health promoting activities to off-set their apparent financial hardship.
The analysis of the Welsh Health Survey 1998 (NAW, 1999) has revealed serious levels of physical ill- 
health among those reporting an enduring mental health problem. This evidence is supported by the 
literature, the preliminary research conducted by Richards et al (2005) and findings with this thesis. 
Within the introduction of this thesis the argument was clearly set out in relation to future strategies, 
policies and practice. If mental health is a primary factor, which may explain increased physical health 
problems in people with an enduring mental health problem, then policies to improve mental health 
may lead improving the physical health of people as well. However, if that were not the case then other 
strategies, policies and practice would have to be employed. The binary logistic regression revealed that 
having an enduring mental health problem is not the single factor and a range of other variables are 
equally important. This has important implications for strategy, policy and practice which needs to 
move away from merely dealing with mental health itself, but examining the social influences of health 
and influencing a philosophical shift toward an holistic approach to the problem. If factors other than 
having a mental health problem are more closely associated with physical conditions, it would seem 
perverse, and possibly unethical, to concentrate resources on the mental illness only. From the results 
of this study, it is clear that general practitioners would be well advised to also focus their resources on 
screening and health promotion, specifically, the young, the elderly, those who smoke and people who 
are obese with an enduring mental health problem.
Whilst the Wankss 'Report (NAW, 2003a) has set a clear direction for tackling inequalities in Wales, it will 
not hasten the improvements required to ensure people with an enduring mental health problem reduce 
their levels of physical ill-health. There are strategies aimed toward dealing with mental health problems 
(NAW, 2001a; 2005b) but these do not provide the necessary drivers for improving the physical health 
of people with enduring mental health problems at the level of sophistication required to make real 
changes. To create a change, strategies are required which take into account the multiple-factors which 
influence the physical health of people with an enduring mental health problem. Additionally, having an 
overarching specific strategy for the reduction of physical health problems based upon robust evidence,
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is essential to make the difference required as it will help direct commissioners of treatment and care 
toward balancing the inequality and inequity for this group of people in Wales. At present, financial 
resources are ploughed into better mental health service provision, better primary care and better 
hospital care. However there is little, if any, initiative to focus more resource provision on tackling the 
physical health of those with mental health problems. In contrast, England has invested £70 million 
creating 170 well-being nurses who will work specifically in primary care to promote holistic health and 
healthcare for people with mental health problems. In the United Kingdom as a whole, here lies a gross 
inequality and surely a moral injustice.
The researcher aims to influence policy through publishing the findings of this thesis and raising 
political, professional and user awareness of the issues. However, the findings of this thesis alone will 
not be sufficient to influence change and proactive methods need to be employed; influencing strategy 
and policy will ensure sustainable change. Reliance on individual practitioners alone may not be 
sufficient to address wider social issues. Whitehead et al (2004) comment that observational evidence of 
the extent of a problem in health is felt to be particularly persuasive with policymakers to reduce health 
inequalities. The researcher is planning to write to all Chief Executives of local authorities, NHS Trusts 
and Local Health Boards in Wales. The research will be summarised into an Executive Summary with 
national and localised data presented in a simple format. Within the correspondence there will be an 
offer to each organisation for a local presentation to key groups if required. The aim of this awareness 
raising is to assist commissioners and providers to appraise the evidence and assess their policies in 
relation to the subject area. In addition, the aim will be to provide information that may enable more 
targeted interventions. Recommendations to commissioners and providers of care will suggest that data 
regarding physical health prevalence extracted from the Welsh Health Survey 1998 (NAW, 1999) is an 
excellent baseline on -which to assess performance on the recommended actions within the Revised Adult 
Mental Health National Service Framework and an Action Plan for Wales (NAW, 200 5 c). The standards within 
this framework already contain some of the necessary policy drivers to improve the physical health of 
people with an enduring mental health problem but not to a level of sophistication to address all the 
socio-economic influences. However, having this framework (NAW, 2005c) could be the impetus to 
change and if these standards are delivered in Wales, it may go some way to reducing the inequalities in 
health apparent from the findings of this thesis. Surprisingly, the document states that these standards 
are based on available evidence of clinical effectiveness but it presents no references to specific studies. 
It was followed later in the same year by the Health Evidence Bulletins Wales: Mental Health (National 
Public Health Service for Wales, 2005), which did present evidence in relation to each of the above 
standards. This evidence was not available at the time of developing the research in this thesis. Within 
each standard specific criterion relate to improving the lives of people with an enduring mental health 
problem including;
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1. Key action 17; by March 2007 Local Authorities and Local Health Boards to undertake a 
regional and local gap analysis to produce local and regional whole systems models and 
produce costed plans using all available commissioning data including unmet health need 
identified through the Care Programme Approach (CPA)
2. Key action 18; every health, social care and well being strategy is to include a comprehensive 
mental health component
3. Key action 34; by March 2007 Local Authorities and Local Health Boards to clearly identify 
each service user's physical health problems through the application of the Unified Assessment 
process identifying within relevant domains any such needs, the plan to meet them and 
ensuring equity of access to these services
4. Key action 37; by March 2007 Local Authorities, Local Health Boards and NHS Trusts to 
develop local protocols for communication of risk and transfer of care, the sharing of care 
within and between agencies and to ensure that people achieve equality of access to the range 
of services
Over the next year (2007/8) commissioners and providers of health care will have their performance 
assessed against 44 key actions, all of which are believed to have the potential to play an important part 
in improving the well being of people with an enduring mental health problem. The publication of 
these data within this thesis to every Local Authority, Local Health Board and NHS Trust is thus very 
timely and appropriate. These data may prompt action, -which will vary across regions dependent on 
competing priorities, and the specific variances revealed in this thesis across Wales. This will fill a large 
gap in knowledge not available or published in Wales before. These data can also provide a baseline for 
longitudinal evaluation of the impact of future resource allocation and change in practice.
The National Service Framework also stresses the need to use epidemiological data in key action 17;
Effective services are to be planned, designed and delivered to meet the needs of the population. They should take 
an epidemiological approach following formal comprehensive needs assessment at both national and local levels 
and a gap analysis of service provision.'
(NAW, 2005c, page 20)
Data presented by the researcher, based upon a national epidemiological dataset is thus wholly 
appropriate.
Although the National Service Framework is an essential driver, it tends to focus on those already in 
contact with mental health services in relation to the promotion of well-being. For instance, it 
reinforces the concepts of shared care, the Care Programme Approach and general practitioner 
registers. However, it is evident that physical health problems are highly prevalent among those who 
may not have contact with secondary services. Indeed, these data within this thesis have mainly been 
obtained from people with depression and anxiety in the community setting. To influence this agenda, 
the researcher will be stressing to Local Health Boards the importance for greater health promotion
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activity by general practitioners and their teams, ensuring early intervention and health screening for 
diseases in those presenting with an enduring mental healdi problem, however minor.
On a wider level, the discussion has eluded to issues of the attitudes of society and the way in which 
sugmatisation may result in poorer outcomes for people with an enduring mental health problem. Also, 
it has also raised die question of how the moral and social injustice of die plight of those with a mental 
health problem has been ignored. The main question is whether society cares enough about people with 
a mental health problem, to an extent diey are willing to change their attitudes and become more 
accepting? Most people who do display understanding and acceptance have either experienced 
problems themselves or have close relatives or friends who have had a mental health problem. To get 
the change needed will take a political driver to make the difference, possibly through legislation in the 
first place and raising awareness. The current Disability Discrimination Act 1995 (HMSO, 1995) does not 
go far enough as it mainly protects people in the workplace, education or in the receipt of services. It 
does not influence the general public's view of being disabled. The Human Rights Act 1998 (HMSO, 
1998) has a section, Article 14, which reinforces the right to prohibit discrimination and is certainly 
helpful. However, something is needed in statute to be as influential as die Race Relation Act 1976 
(HMSO, 1976), and more recendy die Racial and Religous Hatred Act 2006 (HMSO, 2006), to ensure 
everyone is aware that treating people witii a mental healdi problem differentiy, specifically in a way 
that affects their feelings, is morally wrong. A recent high profile example has demonstrated die 
indifference society has to discrimination of people widi a mental healdi problem. Frank Bruno, die 
boxer, experienced a mental healdi crisis in September, 2003 and The Sun newspaper headline was 
'Bonkers Bruno Locked Up'. This was heavily criticised by die public and politicians alike and die 
newspaper later changed die headline, however there was nothing in statute to say that diis blatant and 
insensitive discriminatory remark was somehow illegal. The matter may have been completely different 
if race or religion was negatively portrayed in the same headline, as there is appropriate legislation to 
deal with such discrimination. The media have a key role to play in responsible journalism and 
programme making, widiout over-exaggerated characterisations of people with a mental health 
problem. Tackling tiiis at a social level may take many years and the researcher believes this has to 
begin with die younger age groups, preferably from school-age. If one could foster a sense of 
acceptance, care and respect for those more disadvantaged than oneself then this new generation can 
influence their children, and so on. Legislation fostering anti-discrimination may go some way to assist, 
however without a wide-front on this issue, problems will remain. One area where influence could be 
made, in a shorter period of time, is education of professionals and tiiis will be discussed later.
Within the preliminary study of this thesis it was apparent that community mental healdi nurses found 
it difficult to find time for research and development in addition to a busy caseload of clients and a full-
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time working week. One of the main challenges in relation to implementing the evidence from this 
thesis will be influencing commissioners of mental health care that making a difference to the current 
health deficit in Wales will require an examination of the way in which mental health nurses care for 
people in the community, as well as the current way shared care may not be delivering as it should. 
Simple changes in practice could make significant differences and these changes could be driven 
through a more holistic philosophy of care. For example, a client under the care of a community mental 
health team receives a fortnightly visit for 30 - 45 minutes by a mental health nurse accompanied by an 
outpatient appointment with their psychiatrist every 6-8 weeks. The visit by the nurse will typically 
involve an assessment in relation to their mental health (thought, mood and behaviour), frequently an 
injection of depot medication or chat about oral medication and a quick assessment of the person's 
general well-being. Perhaps extending that visit to an hour could provide 15- 20 minutes being spent on 
diet, exercise, smoking cessation (if required), aches and pains, checking blood pressure and an 
urinalysis. These simple techniques could provide a means of preventing significant physical ill-health 
through early identification of disease, as well as promoting healthy living. From a commissioners 
perspective this will cost money as it indicates reducing caseloads to increase the visiting time spent by 
a nurse with each client and possibly the employment of more mental health nurses to cope with the 
extra workload. However, the cost benefits of better health for people and reduction in monies spent 
on ill-health -would far out-weigh the investment. The example of the potential financial impact of 
pleurisy provided earlier (page 226) is testament to the potential for cost savings on a number of fronts. 
Interestingly, in a recent study by Wright et al (2006), patients with a severe mental health problem 
favoured screening for cardiovascular disease being performed in the community mental health team 
rather than the primary health care practice. Who better placed to conduct such assessments than the 
nurse within a holistic philosophy of care.
Community-based work
For Ewles and Simnett (2003), this is the 'bottom-up' approach to health promotion, which may 
involve specific campaigns in local communities to improve health. Within this thesis it is evident that 
there are geographical differences in the physical health of those with a mental health problem, such as 
the higher levels of respiratory disease in the north east of Wales. It is envisaged that the provision of 
data specific to unitary authority level may influence local campaigns to not only deal with the levels of 
health deficit but to further investigate its cause. Suggestions for further research are made later in this 
chapter. Also, the publication of the research finding in this thesis, and taking forward of 
recommendations, will involve people with enduring mental health problems and service user groups. 
In this way the researcher wishes to empower people to influence the way in which their health can be 
improved. Involving the people who will be the recipients of any future changes in health care delivery 
is an extremely important principal. The advantages of such an approach are apparent though the
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development of interventions that are individually tailored and sensitive to needs which may not be 
evident to the health care professional or commissioner of care. This approach is steadily pervading 
most major consultations on services within the NHS, however, more localised involvement is needed 
at primary and secondary level care.
Organisational development
According to Ewles and Simnett (2003), organisational development is about implementing polices to 
promote the health of staff and patients. One such way all organisations need to promote the physical 
health of people with an enduring mental health problem is through its preparation, and development, 
of all staff utilising training and education. Education is a powerful agent for change and to address the 
concerns raised in this thesis it is proposed that many different groups of professionals require a 
significant review of their respective curricula to promote their responsibility toward the general 
physical health of people with an enduring mental health problem. Specifically, the shared care model 
between psychiatrist and general practitioner requires integration into basic training rather than an 
additional post-graduation educational objective or something that evolves locally without proper 
planning. The Care Programme Approach in Wales may be a useful platform for this. However, in its 
existing form, tenets within remain focused on keeping the person and the public safe and preventing 
re-admission to a psychiatric acute setting. The Thome Initiative (Brooker et al, 1994), as useful and 
empowering as it is to mental health nurses, does not have the physical care of people with an enduring 
mental health problem as core component within its curriculum. In contrast, a reinforcement of the 
holistic ethos of pre-registration nursing curricula and a focus on the implementation of theory into 
practice could be sufficient to make a difference. A significant proportion of direct care and 
intervention to the person with an enduring mental health problem is delivered by community mental 
health nurses and reinforcing the important principles of holistic care currently within the nursing 
curriculum is absolutely essential to improving the current health deficits experienced in Wales for 
people with an enduring mental health problem. This does not mean abandoning theories or 
philosophies of care normally subscribed to by mental health nurses in their practice, but re-examining 
these in relation to the physical health needs of people with an enduring mental health problem and re- 
enforcing their original intentions of holism.
Theory and philosophy of care
It is important to ensure that the pre and post-registration education of mental health nurses provides 
this group of professionals with skills in the understanding of the theory and philosophy of the care 
they will provide to their client group. The principles are equally important for other professionals 
involved with mental health care too. Polit et al (2001) classify nursing theories into four categories 
dependent of the generalisability of their principles. A metatheory is the theory of theory identifying
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specific phenomenon through abstract concepts and a grand theory provides the conceptual framework 
which the key concepts of the discipline. Middle range theory is more precise and only analyses a 
particular situation with a limited number of variables whilst practice theory explores one particular 
situation found in nursing. Practice theory identifies explicit goals, how these goals can be achieved and 
can be found in mental health nursing. The most popular practice based theories are those by Roper, 
Logan and Tierney (1980) and Peplau (1988). Peplau's (1988) theory, which focuses on the relationship 
between the nurse and the client, is a predominant model in Wales for its curricula of pre-regisOration 
mental health nursing. It has been criticised for ignoring the medical model and not attending to basic 
physical needs (Colley, 2003), however, revisiting Peplau's conceptual framework of interpersonal 
relations in nursing there certainly are drivers and prompts within the model that may lead to 
influencing interventions to improve the physical health for those with an enduring mental health 
problem. Firstly, Peplau (1952) has defined nursing as;
',... a significant, therapeutic, interpersonal process. It functions co-operatively with other human 
processes that make health possible for individuals in communities .... Nursing is an educative 
instrument, a maturing force, that aims to promote forward movement of personality in the direction of 
creative, constructive, productive, personal and community living
(Peplau, 1952, p 16)
Examining this definition, it promotes health in its broadest sense and encourages the nurse to promote 
the person toward community living. As discussed previously, one of the main problems facing people 
with an enduring mental health problem is their isolation, lack of socialisation and having no-one to 
look out for them, as good friends and neighbours should. This definition of nursing by Peplau (1952) 
provides a useful means of understanding how a mental health nurse can promote better health for the 
person with an enduring mental health problem. Peplau (1952) reinforces the importance of the 
relationship fostered between the nurse and their client, and the need for the nurse to approach the 
client as a complete person. Within the caring relationship, Peplau (1952) focuses on the interactions 
between nurse and client and this philosophy is paramount to ensuring those with an enduring mental 
health problem influence their own health needs. As discussed earlier, health promotion and developing 
skills for healthier living are essential to ensuring a reversal in health deficit for Wales and what better 
platform than Peplau's model to achieve this. Peplau's framework should not be seen merely as a 
means of helping psychological problems; it should be viewed as a way of helping the person to 
develop independence to help themselves in all aspects of their lives. Thus, radically changing the 
philosophy of care within mental health nursing may not be necessary and reinforcing the holistic 
nature of current existing models in the Welsh nursing curricula, and how these apply in practice, are 
key to improving current and future practice. Also, this philosophy of care needs to be supported by a 
broader concept of holistic service provision and effective shared care. This can only be achieved if the
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relevant components of the service, such a primary health care and psychiatry, share a common 
understanding of the holistic needs of the person -with an enduring mental health problem.
Education to influence practice
Reflecting on the researcher's own professional training, the focus twenty-six years ago was dealing 
with the person's mental health needs. Apart from twelve weeks useful experience in a general hospital 
setting, there was little other education on promoting good physical health. For mental health nurses 
today there is an increasing emphasis on the holistic needs of adults and this is also promoted within 
medical training schools. General nurses also experience more education on the holistic aspects of care 
and psychological support is taught as well as the theory and practice of mental health issues. However, 
somewhere in the socialisation of newly qualified nurses these skills are lost, seldom regained and never 
challenged. Research by Rungapadiachy et al (2004) and Maben et al (2006) have provided some insight 
into this. More research is required into this de-skilling of nurses, as recommended earlier, and much 
more on-going joint training is required in primary health care to make a difference. It is recommended 
that die conceptual framework within this thesis may offer a useful thematic tool upon which to 
develop teaching programmes for students regarding the physical health needs of people with an 
enduring mental health problem. The researcher intends to publish die model and develop it further 
through research. A framework such as this, and a reinforcement of the holistic tenets of models in 
mental health nursing such as those proposed by Peplau (1952; 1988), may have an important influence 
on practice to revitalise its current approach to those with an enduring mental health problem, which 
unfortunately, is merely focused on the mental health problem alone. Of course, this is not a criticism 
of the willingness of mental healdi nurses to make a difference to people's physical health, but an 
observation of the constraints in which they practice and one of the most significant aspects of these 
constraints is time. Such new initiatives will include education and this should, as practically possible, be 
in a multi-professional setting where such learning can be gained as a team. Multi-professional training 
and education is important, not only for those qualified, but also pre-registration as discussed earlier.
Increasing the mental health nurses' time for professionalisation is also important, specifically the need 
to explore methods by which research and evaluation can be integrated to day-to-day practice. Peplau 
(1952) advocated that the advancement of nursing as an autonomous profession could only succeed if 
scientific research in nursing was encouraged. Education and preparation for research skills is key to 
this, as well as recognition by managers that fostering research by their professional staff is an 
important underlying principle to practice. This does mean an investment of time into the planning of 
nursing services and there is no doubt diat doing and learning about research incurs cost in time and 
preparation (Davies et al, 2002). In taking die work in this thesis forward, it will be recommended that
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professionals within community mental health teams receive support, and indeed protected time, to 
conduct research on a periodic basis to ensure their work is evidence-based.
In many respects, those with a mental health problem engage professionals across a wide-range NHS 
and independent services, which go beyond the contact of the community mental health team. For 
example, attending an out-patient clinic for a chronic chest problem, giving birth, attending the 
Emergency Department or being a resident in a local authority managed home. Wherever the point of 
contact is, the professional needs to be aware that the person they are engaging with a mental health 
problem is also at high risk of developing a physical health problem. Their risk assessment should 
incorporate this knowledge and the KRAF may offer a simple tool to be used by many practitioners in a 
range of settings. Any organisation which receives people with a mental health problem into their care 
also needs to make their physical health their concern; it should become 'everyone's business' to be 
concerned. On a wider level, organisations such as Local Heahh Boards should examine closely the way 
in which shared care for people enduring mental health problems is conducted, specifically its apparent 
failings in light of the evidence of this thesis. This may involve die reinforcement of policy, contractual 
standards and further research and audit on this key issue and also involve an all-Wales assessment of 
the impact of the Care Programme Approach. This is highly recommended by the researcher to Local 
Health Boards, Local Audiorities and NHS Trusts.
In summary, the framework for promoting health offered by Ewles and Simnett (2003) is a useful 
model on -which to link the various improvements to strategy, policy and practice suggested in light of 
the findings within this thesis.
Further research
As with most studies, as many questions arise from research as those intended to answer. Polit and 
Beck (2004) have noted that the outcomes from studies are often used as a springboard for additional 
research. Further research can address the issues unanswered fully in the initial study and future 
researchers can learn through the reported strengths and weaknesses of previous work. This thesis is 
no exception and several questions have come to light, which is an indicator of the gaps in knowledge 
in this area. One emerging dieme widiin the thesis, discussed throughout, is how much we do not 
know about the aetiology of physical health problems and perceptions around symptom interpretation. 
The secondary analysis of the Welsh Health Survey 1998 (NAW, 1999) revealed significant links between 
physical health problems and a number of internal and external influences, specifically attitudes (hiding 
illness from others), lifestyle factors and social influences such as deprivation and social class. Analysing 
the survey has revealed some specific areas for further research, specifically variables requiring more in- 
depth exploration from an emic perspective. The researcher proposes to conduct such in-depth work in
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the future and recommends that a qualitative approach is adopted, perhaps using an ethnographic or 
phenomenological method. This type of research needs to answer the following questions;
1. Did the physical health problem develop before the mental health problem? (relationship 
between mental and physical health). The question of which came first, the 'chicken and egg' 
scenario (cause and effect) has not been answered fully both in this thesis and the literature; 
examining arthritis and back pain may be the first area to examine in relation to depression
2. How did the person first recognise the physical health problem, or did others do this for them? 
(examine perceptions and illness behaviour)
3. What help was sought and were there problems around access to help, ways in which
treatment was given and the way follow-up care was delivered? (examine attitudes and stigma)
4. What are the attitudes of society, including professionals, to people with an enduring mental 
health problem with Wales — how do these attitudes develop in early adulthood?
5. How are people with a mental health problem and a concurrent physical health problem 
viewed in the hospital and primary practice? — are they seen as a burden?
6. What social support mechanisms are available to the person with an enduring mental health 
problem? (examine transport, relatives, friends)
7. An in-depth exploration of horizontal and vertical equity in Wales with regards to the physical 
health of people with an enduring mental health problem.
8. Is Rank theory of depression applicable to die mental and physical health of people widi an 
enduring mental health in areas of low deprivation in Wales?
9. Can the person with an enduring mental health problem access other things needed in life, as 
well as healthcare? (recreation, socialisation, financial support, relationships) and how may that 
relate to die development of physical health problems?
10. What role may functional disability have in the development of physical health problems?
This type of research could obtain additional data to assist the researcher in taking forward many of die 
recommendations of this thesis, and is essential to gain furdier insight into the complexity of the 
development of physical health problems. Returning to die argument and findings, diis thesis has 
revealed that simply dealing with die mental health problem is not the answer; the problem is much 
more complex and the unanswered questions above reflect diis.
Research is also needed into die quality of treatment and care given to people experiencing an enduring 
mental health problem and a range of further studies are recommended for Wales including;
1. Research into potential variances in practice when dealing widi enduring mental healdi 
problems across a range of disciplines, including general practitioners, community mental 
healdi teams and hospital services. This will examine not only the actual quality of intervention 
but the knowledge-base of professionals involved including those within general nursing such 
as practice nurses, district nurses and healdi visitors
2. Research into potential variances of die Care Programme Approach in Wales and shared care 
schemes; what impact have diey had and how can diey be improved to increase health 
surveillance and health promotion?
3. Research into the understanding of professionals' roles within teams when dealing with 
enduring mental health problems
4. Research into areas of good practice diroughout Wales in terms of health promotion, health 
education and interventions
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5. Research into the effectives of performance assessment of general practitioners around the 
GMS contract
6. Research into the socialisation of student nurses into newly qualified roles. Specific questions 
include, how does the mental health nurse maintain their physical health care skills and how 
does the general nurse maintain their psychological support skills and understanding of mental 
health issues?
7. What is the philosophy of care among teams for people with an enduring mental health 
problem?
8. Why is the uptake of health screening so poor in those with an enduring mental health 
problem?
Some research has been conducted into these areas but certainly nothing substantial in Wales. Other 
research is also recommended to examine specific health findings revealed within this thesis, including;
1. Research into why younger people with enduring mental health problems experience more 
physical health problems than others of the same age
2. In light of recent studies by Egede (2005) and Djernes (2006) who have estimated that that 20 
- 50% of older adults with long-term conditions have clinically significant symptoms of 
depression, more evidence is required in Wales regarding the physical health of those with 
mental health problems over the age of 65; which came first, physical or mental health 
problems?
3. Research into the effects of long-term antidepressant therapies
4. Research into the relationship between physical health in those with an enduring mental health 
problem and social class, specifically for heart and respiratory disease
5. Research into cancers, arthritis and back pain
6. Research into somatic presentations of mental health problems in general practice
7. Research into the gender differences
8. Research into the physical health of those not in contact with services, specifically the 
homeless
9. Research into possible genetic causes. For example, there is strong evidence that clinical
depression is due to biochemical and neurological cause with some genetic links. Could these 
same genetic links make the person prone to other diseases such as heart disease, diabetes, etc?
10. Research into the link between smoking and diabetes
Further research is also required into social changes within Wales concurrently and how these changes 
may relate to the mental and physical health of society. For example, where there is social 
deconstruction such as the example given in Blaenau Gwent and the loss of the steel industry, 
longitudinal work is required to measure the true impact of such change and then prepare for future 
challenges. This also relates to instutionalised care and four large psychiatric institutions still remain 
open in Wales, albeit with smaller patient populations than before. These are due to close over the next 
few years and patients will be moved to the community setting. The researcher recommends that such 
movement of people should be evaluated on a number of fronts, specifically their quality of life and the 
primary care support they receive.
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These recommended research questions would be difficult for the researcher to conduct alone and it is 
hoped these questions will be taken up by the scientific to inform policy and practice influencing the 
quality of life for those with an enduring mental health problem. What is feasible for the researcher to 
conduct over the next couple of years is to continue research on mental health and its relationship to 
the development of physical heahh problems using the Welsh Health Surveys, coupled with an 
investigation of the aetiology of the problems from an emic perspective. As long as the Welsh Health 
Survey continues to be published as a dataset, and there is no indication it will not at this time, the 
researcher will continue to assess the health of those reporting an enduring mental health problem 
against the 1998 baseline already established. This will become very much a long-term research 
objective in Wales for the researcher
Further questions in relation to long-term research objectives and questions include;
1. What changes exists in the physical health and social demographics of people reporting an 
enduring mental health problem since 1998 in Wales?
2. How have changes related to strategy and policy decisions?
3. How do these long-term changes compare to the rest of Europe?
4. What may be the impact of social isolation for areas of Wales where there has been mass 
deconstruction of industry (for example, Ebbw Vale) upon mental health and potential 
physical problems?
5. Further refinement of the RRAF, conceptual framework and health promotion model specific 
to people with an enduring mental health problem.
For the wider scientific community, it is recommended that national datasets are an extremely useful 
means of researching issues in mental health, and that implied consent in household surveys does not 
necessarily challenge ethical assumptions for those experiencing from an enduring mental health 
problem. Research on mental health issues is a methodological minefield, specifically the measurement 
of outcomes. Repper and Brooker (1998), in a discussion paper of the difficulties in the measurement 
of outcome in people with a serious and enduring mental health problem, highlight the several 
methodological issues with using an outcome measurement tool and relating the measured outcomes to 
intervention. Datasets may not provide the precise methodology where interventions can be directly 
related to outcome, but they are an excellent way of checking over time the impact of policy, social 
demographics and resource allocation. Osborn (1999) has explored the ethical issues around research 
into people with mental health problems and highlights a new movement emerging whereby there are 
fewer restrictions on studies examining specific groups of people, with a movement toward patient 
participation in the process. The researcher intends to work with key patient representatives to assist in 
the design of his future research portfolio.
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It is hoped that some of the more unusual findings of this research study, such as increased back pain 
among those with an enduring mental health problem, will be researched further by others outside 
Wales. The researcher aims to develop collaborative research proposals and develop his expertise to an 
extent that not only serves the needs of Wales, but the wider community.
Already, there is an emerging scientific knowledge base around some of the areas such as antipsychotic 
treatment and diabetes, and the current work by Robin McCreadie in Scotland into genetics is leading 
the field in research development. However, more is required to fill the existing gaps in knowledge and 
there is a feeling among the scientific community that genetics is becoming a very important subject for 
research. At present the DRC is disseminating its United Kingdom meta-analysis (DRC, 2006) and the 
researcher has already been approached by the Disability Commission to submit a summary of the 
findings within this thesis as evidence. The DRC plan to link with the researcher on future outcomes of 
his work. The outcomes from the DRC meta-analysis will promote further recommendations for 
practice and hopefully stimulate further research study into this much-neglected area of healthcare, 
including studies which assess the effectiveness of interventions such as exercise programmes, smoking 
cessation and other health promotion strategies. The excellent work of the DRC in this matter is highly 
commendable.
The World Health Organisation (2005) have recently undertaken work on identifying priorities for 
research to take forward the health equity policy agenda and recommend the highest priority is given to 
the following areas;
1. Global factors and processes that affect health equity
2. Societal and political structures and relationships that differentially affect people's 
chances of being healthy
3. Interrelationships between factors at the individual level and within the social
context that increase or decrease the likelihood of achieving and maintaining good 
health
4. Characteristics of the health care system that influence health equity
5. Kffective policy interventions to reduce health inequality in the first four areas
These priorities are very much akin to those of the researcher. The researcher of this thesis will 
continue to examine the above priorities in relation to people with an enduring mental health problem 
aiming to reduce the inequality and inequity in health care this population experiences. The discussion 
of the findings and presentation of how this work will be taken forward has led the researcher to his 
conclusion of this thesis.
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Summary of Chapter Eight
The findings arising from this thesis will be summarised in an Executive Summary and shared with key 
stakeholders within Wales. The aim of this awareness raising is to assist commissioners and providers 
to appraise the evidence and assess their policies i» relation to the subject area. Recommendations to 
commissioners and providers of care will suggest that data regarding physical health prevalence 
extracted from the Welsh Health Survey 1998 (NAW, 1999) is an excellent baseline on which to assess 
performance on the recommended actions within the Revised Adult Mental Health National Service 
Framework and an Action Plan for Wales (NAW, 2005c). Although the National Service Framework is an 
essential driver, it tends to focus on those already in contact with mental health services in relation to 
the promotion of well-being. For example, it reinforces the concepts of shared care, the Care 
Programme Approach and general practitioner registers. However, it is evident that physical health 
problems are highly prevalent among those who may not have contact with secondary services. Indeed, 
data within this thesis has mainly been obtained from people with depression and anxiety in the 
community setting. The researcher will be stressing to Local Health Boards the importance of greater 
health promotion activity by general practitioners, their teams and community mental health teams, 
ensuring early intervention and health screening for diseases in those presenting with an enduring 
mental health problem, however minor. Examples of risk assessment and health promotion models will 
also be offered. The framework offered by Ewles and Simnett (2003) has been useful in pulling 
together the various objectives required to promote better health. Key recommendations for taking the 
findings of this thesis forward have included;
1. Influencing strategic direction, policy and practice, some of which goes beyond the realms of 
health service delivery; it may include all-Wales initiatives to tackle socioeconomic influences 
for people with an enduring mental health problem. Tacking discrimination is a more difficult, 
but necessary challenge
2. Risk assessment and the further development and testing of a prototype RRAF
3. Health promotion and health education
4. Further research is required falling into three main categories;
research examining the ways in which physical health problems develop in people
with an enduring mental health problem
research examining the quality of interventions for people with an enduring
mental health problem
research examining specific health problems such as the health of younger people
with mental health problems, cancers, arthritis and back pain
5. Education, philosophy of care and practice. A popular model in Wales focusing on
interpersonal relationships (Peplau, 1952) may offer a useful platform to implement theory in 
practice to improve the physical health of people with an enduring mental health problem. It is 
recommended that the conceptual framework within this thesis may offer a useful thematic 
tool to developing teaching programmes for students on the physical health needs of people 
with an enduring mental health problem.
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CHAPTER NINE
Original findings and contribution to knowledge
To support the aim of this thesis and examine the argument, the researcher has achieved the research 
objectives and answered the research questions (page 15 and 16). The researcher has conceptualised 
and designed a research study for the generation of new knowledge, application and understanding at 
the forefront of his discipline utilising advanced academic enquiry methods. The originality of this 
research study is revealed through its presentation of essential evidence to people with mental health 
problems, health and social care professionals, commissioners and providers of health care and 
strategists at a level of stratification not published in Wales before. Uniquely, it has also provided an 
opportunity on which to base decisions regarding the future healthcare of people with enduring mental 
health problems in Wales and return to that data in subsequent time frames to evaluate the 
effectiveness of interventions, utilising Welsh Health Survey datasets. It has also produced practical 
recommendations for policy and practice. The original findings and contribution to knowledge follow;
1. People in Wales with an enduring mental health problem experience statistically higher levels 
of a range of physical health problems than those not experiencing a mental health problem, 
even when the samples have been adjusted for age, gender and social class (Chapter Six, page 
216).
2. Research to date has focused mainly on psychosis and gross categories of physical health 
problems. This thesis went beyond such enquiry and has focused its attention on more 
common mental health problems, a comprehensive range of physical health problems (n = 23) 
and a number of independent variables (n = 9), conducting secondary analysis of the Welsh 
Health Survey 1998 (NAW, 1999). The raw data has been in the public domain since 1999 but 
had remained unexplored. No other studies have produced such evidence to this level of 
stratification before in Wales, or achieved this sample size (n = 3,897).
3. Findings have led the researcher to challenge the notion that there is sufficient evidence
available to plan solutions to the problem in Wales, a region of Europe -where there are unique 
health issues (NAW, 2003b). The study has also revealed gaps in knowledge for further inquiry. 
Indeed, preliminary analysis from the Welsh Health Survey 2003A (NAW, 2005d) reveal no 
further improvements (Table 35, page 203).
4. Twenty-three physical health problems were examined in total and new evidence emerged in 
relation to certain circulatory conditions, respiratory conditions, cancers, arthritis, back pain, 
varicose veins, young adults, gender differences and social class. The high rates of 
hypertension, angina, skin cancer and breast cancer in young adults with an enduring mental 
health problem are extremely concerning. Headline findings were presented in the summary of 
Chapter Seven (page 262).
5. Whilst the univariate analysis revealed statistically significant prevalences of physical ill-health 
in people with an enduring mental health problem, a more sophisticated multivariate analysis 
was conducted using binary logistic regression. This further analysis identified that there were 
complex processes in place in relation to the development of physical ill-health and having a 
mental health problem alone was not the single predictor of such disease. This has important 
implications for strategy, policy and practice in Wales.
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6. The researcher has added practical solutions to this unique contribution to knowledge in the 
form of an empirically based prototype electronic RRAF, a conceptual framework based on the 
literature review and findings, a health promotion plan specific to enduring mental health 
problems and a range of further research questions for the scientific community (Chapter 
Eight, page 264).
Conclusion and recommendations
The thesis has been a journey of learning and discovery. From a personal perspective, the researcher 
has moved from his original concerns about the treatment and care in the community setting to a point 
where he now has a greater understanding of the complex construct of health for people with an 
enduring mental health problem. The researcher has also developed enhanced skills in research and 
analytical techniques, through the guidance of his supervisors. Throughout the study the researcher has 
also widened his professional contacts with key individuals and organisations, which will be useful for 
taking the work forward. In particular, links with mental health representative groups will be essential in 
future research designs and implementation of the findings. One important component of learning has 
been the appreciation of the desire among people with a mental health problem to improve their own 
health. This suggests that further interventions at an individual, as well as a social level, may improve 
the gross health deficit revealed in this thesis.
The literature review, analysis and discussion of this thesis have led the researcher to contribute original 
knowledge to the subject area. With reference to the argument, research objectives and research 
questions (page 15 and 16) six main conclusions were drawn;
1. The Welsh Health Survey 1998 (NAW, 1999) is a robust dataset on which to conduct research 
into the physical health of people with an enduring mental health problem.
2. People with an enduring mental health problem in Wales experience significantly more physical 
health problems than the general population, revealing gross health inequalities and inequities.
3. Having an enduring mental health problem is not the single most significant factor in the
development of physical health problems; a range of other variables are important, specifically 
age, gender, smoking and BMI; this has important implications for policy and practice.
4. Current strategy, policy and models in practice may be failing to ensure the holistic needs of 
people with mental health problems are met.
5. Utilising a conceptual framework, a range of internal and external influences are present which 
may negatively affect the outcomes for people with an enduring mental health problem when 
signs and symptoms of ill-health appear.
6. There are gaps in our current knowledge on this subject area, which require further 
exploration.
Limitations to the analysis were highlighted (page 221) and there are some caveats around the findings. 
Firstly, the goodness-offit for pleurisy in the regression model and there were small numbers when 
examining some of the health conditions in the cross-tabulations. Secondly, when conducting research
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using a self-report survey method, over-interpretation of the findings is always a concern and whilst 
evidence has been presented at a level not seen in Wales before, these data are very much highlighting 
the need for further in-depth study and raising awareness of the issues. Nevertheless, the researcher has 
conducted his research in a robust manner with several checks of reliability and validly during its 
progress.
The Welsh Health Survey 1998 (NAW, 1999)
One of the key challenges at the commencement of this thesis was a consideration to whether the 
respondents to die survey were over or under-reporting their mental health status when answering 
question 31. Findings have led the researcher to conclude that the Welsh Health Survey 1998 (NAW, 
1999) is a robust dataset on which to conduct research into the physical health of people widi an 
enduring mental health problem. This was checked and scrutinised through the preliminary research 
conducted by the researcher as part of a collaborative research project in the University of Glamorgan, 
funded by the Wales Office for Research and Development in Health and Social Care. The robustness 
of the survey revealed in relation to measuring attributes about people with mental health problems, 
opens the door to a new approach in mental health research. Traditionally, postal surveys were viewed 
as a high risk method in terms of causing possible harm and poor response rates. However, the 
researcher suggests that such an approach could overcome many of the ethical barriers researchers face 
when exploring issues in people experiencing a mental health problem and the preliminary research did 
not reveal any risks to participants utilising this method. Future exploration of the Welsh Health Survey 
by the researcher will provide a unique opportunity on which to make decisions regarding die future 
healthcare of people with mental healdi problems in Wales and return to tiiat data in subsequent time 
frames to evaluate the effectiveness of interventions. Limitations to the survey in relation to mental 
healdi issues include its omission of questions, which may reveal more about the socioeconomic 
influence to health. Car ownership is one such example. Widi this in mind, die researcher concludes 
that future analysis of the Welsh Health Survey 1998 (NAW, 1999) should be accompanied by research of 
a qualitative nature to capture such potential variables. However, examining die physical health of 
people widi an enduring mental health problem using the survey has revealed a plethora of meaningful 
data.
Significant levels of physical health problems in Wales
The researcher concludes diat people with an enduring mental health problem in Wales experience 
statistically significant increased levels of physical health problems compared to the general population, 
even when adjusted for age, gender and social class. Within all twenty-three of the self-reported 
physical health problems examined, people who stated they had an enduring mental health problem 
over three months in duration were over one and a half times more likely of reporting a physical health
290
problem compared to those who did not report an enduring mental health problem. In the worse case 
it was over three times as prevalent and when stratified by independent variables, this ratio increased in 
many categories. No other research studies in Wales have presented such data to this level of detail 
before. The five most prevalent diseases were pleurisy, heart failure, TB, unspecified chest diseases and 
bronchitis, as compared to those who did not report an enduring mental health problem. The relatively 
least prevalent were skin cancer disease, un-specified cancer diseases and varicose veins. However, even 
these were still one and a half times greater than reported prevalences for people who did not report an 
enduring mental health problem. Back pain and arthritis presented very high levels of disease among 
people reporting an enduring mental health problem, with a clear link to obesity. Those reporting an 
enduring mental health problem were more likely to be in social class IV and V, not employed, a 
smoker and obese. People at a younger age reporting an enduring mental health problem were of great 
concern. Young adults reported experiencing greater levels of physical health problems, specifically 
angina, hypertension, skin cancer disease, breast cancer disease, asthma, pleurisy, bronchitis, arthritis, 
back pain, and diabetes than young people without an enduring mental health problem. This finding 
requires immediate attention in practice. If general practitioners wish to identify physical illnesses in 
young adults, they -would benefit by first paying attention to the mentally ill among their younger 
patients
The research presents a picture of inequalities and inequities in Wales for people with an enduring 
mental health problem, with higher levels of ill-health reported in areas of higher deprivation. However, 
unexpected findings emerged -which require further, more in-depth, examination including the high 
prevalence of hypertension in social class I, cancer prevalences in Gwynedd, Wrexham and Neath Port 
Talbot, heart attack in Wrexham, Merthyr Tydfil and Cardiff as well as bronchitis in Monmouthshire. It 
will be interesting to explore if these observations continue, following a secondary analysis by the 
researcher of the forthcoming 2003/4 Welsh Health Survey dataset in 2007. A glimpse into the 2003/4 
Welsh Health Survey (NAW, 2005d) has re-affirmed that the picture in Wales is no better for people 
reporting an enduring mental health problem. Indeed the health of those not reporting an enduring 
mental health problem was of equal concern and reflects the challenges Wales faces to improve to a 
level with healthier European countries.
Enduring mental health problem is not the single most significant factor
The researcher concludes that having an enduring mental health problem is not the single most 
significant factor in the development of physical health problems; a range of other variables are 
important, specifically age, gender, smoking and BMI. The secondary analysis of the Welsh Health Survey 
1998 (NAW, 1999) went beyond exploring zero-order relationships for all the variables normally 
examined. A simple zero-order relationship, however strong, may well hide deeper multivariate
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relationships and could lead to different conclusions being drawn. In the case of physical health 
problems a multiplicity of factors are associated (age, gender, lifestyle) and thus one has to solve a 
multivariate problem. The analysis utilised a more sophisticated, and safer approach, to calculate how 
much effect each predisposing factor had on physical health problems, when other factors have been 
taken into account using binary logistic regression. Surprisingly, the level of univariate and multivariate 
knowledge obtained from the Welsh Health Survey 1998 (NAW, 1999) has not been reported in Wales 
before now, although the raw electronic data have been publicly available from 1999. The synthesis of 
these original components within this thesis bears new evidence (Chapter Seven, page 262), and novel 
solutions (Chapter Eight, page 264), for strategists, commissioners, providers and recipients of 
treatment and care. This is a principal original contribution the researcher has made to current 
knowledge and has implications for policy and practice.
Whilst the univariate analysis showed that having an enduring mental health problem was associated 
•with higher levels of physical ill-health, the multivariate analysis revealed that it was not a primary 
indicator, leaving the researcher to conclude that there were complex processes in place, which require 
further research and understanding. Whilst it was evident that those with an enduring mental health 
problem had greater levels of physical health problems, these people -were also more likely to be 
deprived, obese and smoke. It is difficult to identify why people with an enduring mental health 
problem are more deprived, obese and smoke other than drawing on previous literature. For example, 
there is a link between antipsychotic medication, obesity and Type II diabetes (Royal College of 
Psychiatrists, 2004). However, it is clear that these influences should be targeted for change to improve 
overall health. Further research of a qualitative nature would be beneficial to examine in detail the way 
in which people with an enduring mental health problem develop physical health problems and 
perceive their own health. This may reveal narratives, which are more informative of people's 
perceptions and illness behaviour as an adjunct to the survey-type approach.
Current strategy, policy and models in practice may be failing
It is likely that a whole range of complicated psychosocial and cultural processes are underlining a dire 
situation for many, who through their greater levels of morbidity, are more likely to die much earlier k 
life than those not experiencing an enduring mental health problem. For those people in contact with 
primary and secondary level services, there is a strong possibility that through effective intervention and 
screening, health could improve. Effective shared care and proactive case management through the 
Care Programme Approach are essential for this, the benefits of which were explored in the literature 
review (Hickman et al, 1994). However, for people with little or no contact with services, striving to 
reduce the underlying causes of mental health problems may be the only hope of making a difference. 
In particular, using a whole systems approach, which not only treats and cares for mental health
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problems in society but deals with the social aetiology underlying its very existence, such as education, 
housing, employment, deprivation, crime, social isolation, disablism and stigmatisation. If policies and 
practice are adopted that that focus primarily on the persons mental health only, then there is danger 
that commissioners of services may not target resources at the right area; a broader approach, which 
also tackles the socio-economic influences, is required. To date, strategies and policies have been too 
narrow in the way they have examined issues in mental health and very little attention to the complex 
nature of its construct, or how it may have related to physical health.
It is hoped that the future impact of recent strategies such as the Wattless Report (NAW, 2003a), Designed 
for Life (NAW, 2005a) and the Revised Adult Mental Health National Service Framework and an Action Plan for 
Wales (NAW, 2005c) will begin to turn the tide for the betterment of people's lives in Wales, 
particularly those with an enduring mental health problem. However, it is strongly recommended that 
specific strategies, policies and practice are formulated to deal with their physical health. Specifically, 
ensuring those with an enduring mental health problem have opportunities to be supported to return to 
meaningful employment and be afforded basic necessities such as access to transport, recreation and a 
healthy diet. The findings of the thesis suggest that further strategic direction for the prevention of 
mental health problems considers in much more detail the impact of physical health has on mental 
health, and vice versa. In the absence of such a strategy at present, the researcher recommends a 
specific policy focused on the gross health needs of people with an enduring mental health problem in 
Wales
Understanding the problem utilising a conceptual framework
The researcher has formulated and refined a conceptual frame-work, derived from the literature and 
developed further from the data analysis. The aim of the framework is to assist in the understanding of 
factors, •which may negatively or positively affect the physical health of people with an enduring mental 
health problem. The conceptual framework could form the basis of raising awareness and education, 
specifically health promotion. Within the literature review, some studies revealed evidence to suggest 
that the unmet physical health need of people with an enduring mental health problem may be 
influenced negatively by internal and external influences. These include such factors as the internal 
perceptions of health by the individual, the perceptions of health by others, stigmatisation, disablism, 
lifestyle and socio-economic variables. There was also evidence in the Welsh Health Survey 1998 (NAW, 
1999) that such influences exist for people with an enduring mental health problem in Wales, for 
example the way illness is concealed from others. The review of the construct of health for people with 
an enduring mental health problem was important within this thesis. It has led the researcher to 
conclude that a greater understanding of the issues could be gained through considering health in 
people with an enduring mental health problem as the ability to perform social tasks and encouraging
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empowerment to promote good health. In this way, solutions would be better placed in a health 
promotion model of empowerment and a focus on the socio-economic factors that could improve 
health, such as employment and education. Mental health nurses occupy a principal role in future 
improvements, but all health professionals require a broader knowledge of the issues as people with 
enduring mental health problems enter the NHS at many different gateways.
The researcher concludes that die conceptual framework is a unique contribution to the understanding 
of the construct of ill-health for people with an enduring mental health problem and requires furdier 
development to influence policy, education and practice.
Gaps in our current knowledge
As discussed earlier in this chapter, this research has made a unique contribution to the understanding 
of the physical health of people with an enduring mental health problem in Wales, and has also 
highlighted areas for further exploration (Chapter Eight, page 282). Some of the proposed further work 
will be conducted by the researcher as a long-term objective. The researcher intends to add to his 
expertise on this subject area through subsequent exploration of the subject in Wales and promote 
others to examine the gaps identified. Three main categories of further research have been identified; 
research examining the ways in •which physical health problems develop in people with an enduring 
mental health problem, research exploring the quality of interventions for people with an enduring 
mental health problem and research looking at specific health problems such as the health of younger 
people with mental health problems, cancers, arthritis and back pain. These further research questions 
highlight that the 'so what?' question, which proposes that we already have sufficient knowledge about 
the levels of physical health problems, should now be 'so why?'. In this way, both the scientific 
community and health care professionals can move to recommendations, which will make a difference 
to the gross health deficits experienced in Wales.
Recommendations
The researcher has proposed a number of recommendations in light of the evidence collected in this 
study, as presented in the Chapter Eight, Taking the Work Forward. These recommendations are aimed 
at those who influence strategy, policy and practice. The findings of this thesis, which have been 
stratified by age, gender, social class and unitary authority, will be presented to all stakeholders and 
professionals throughout Wales in a summary format, and to the scientific community through 
publication in relevant journals. Publications will make recommendations for policy, education, practice 
and further research.
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One of the initial steps for the researcher in taking recommendations forward will be providing 
evidence for commissioners of health and social care to address the problem. For instance, one could 
use these data within this thesis to focus resources on people who might benefit the most and highlight 
diseases, which generate the greatest need. Focusing on the young adult with a mental health problem 
across Wales or focusing on heart disease for people with a mental health problem in Cardiff are two 
examples. Influencing strategic direction, policy, education and practice, some of which goes beyond 
the realms of health service delivery, is essential and it may include all-Wales initiatives to tackle 
socioeconomic influences for people with an enduring mental health problem. Clearly, the findings of 
this thesis suggest that having a mental health problem alone is not the single contributory factor.
Tacking discrimination is equally important but a more difficult and necessary challenge. Educating 
future generations of people is essential, as well as a change in the current discrimination laws of the 
United Kingdom. This requires a political response and highlighting the problem is key to change.
The thesis was limited to focusing on one dataset, thus some questions were beyond the scope of the 
study. However, it is recommended that the current field of knowledge moves toward more in-depth 
studies to investigate the complex relationships between mental health, physical health and society. One 
of the biggest challenges for health care will be the soaring costs of such high levels of ill-health and the 
researcher aims to continue to measure the impact of future strategy and policy, and further, influence 
practice through the development of health promotion models, resource packs and assessment tools.
Proposed changes in education, philosophy of care and practice have been discussed and a popular 
nursing model in Wales focusing on interpersonal relationships (Peplau, 1952) may offer a useful 
platform to implement theory in practice to improve the physical health of people with an enduring 
mental health problem. For other service provision, the proposed framework for health promotion 
influenced by Ewles and Simnett (2003) may offer a generically useful model and facilitate the 
implementation of effective shared care. It is recommended that the definition for health promotion 
offered in this thesis (page 272) is helpful in refining the way in which those influencing policy and 
practice should deliver intervention. This will be a core component of a proposed resource pack for 
Wales, encompassing a range of interventions such as diet, smoking cessation and health screening. 
Funding for developing and publishing such a resource is currently being sought. It is proposed that the 
resource pack may form the basis for training stakeholders such as general practitioners, practice 
nurses, community mental health nurses and people with an enduring mental health problem 
themselves. It is also recommended that the conceptual framework within this thesis may also offer a 
useful thematic tool to developing teaching programmes for students on the physical health needs of 
people with an enduring mental health problem. However, this alone may not create a significant
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change in health, as the well-being of people with an enduring mental health problem requires an 
accompanying whole systems approach. It is hoped that the publication of this research will stimulate 
debate and action at a regional and commissioning level, specifically around the current impact of the 
Care Programme Approach and shared care has for people with an enduring mental health problem. At 
the very least, an all-Wales audit of the effectiveness of shared care is recommended.
The computed odds-ratios were integrated into a prototype RRAF and it is proposed that this 
electronic risk assessment tool could be a quick and relatively easy means of promoting health 
education and supporting clinical judgment. Specifically, front-line primary care professionals may find 
the RRAF useful in practice. The research study is original in the way it has utilised a large household 
survey in Wales to formulate a prototype empirically-based electronic risk assessment tool for use in the 
primary health care setting, within a health promotion model specific to people with mental health 
problems. This prototype tool is a unique contribution to knowledge as no other empirically-based 
assessment of health, specific to people with an enduring mental health problem, is available to 
professionals.
The researcher hopes that his •work will contribute not only to the physical health of people with an 
enduring mental health problem, but their quality of life in general and through raising awareness of the 
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9. Survey questionnaire
The postal questionnaire used for the survey asked the following questions:
The NHS and other services
These questions are about your experience of NHS services, such as your doctor, 
hospital, or Casualty. Questions 1 to 5 ask about how satisfied you are with each of 
these parts of the NHS
1a When did you last talk to your family doctor (GP) about your own health? 
Please circle one number only 
In the past 3 months ........................... 1
In the past 3-12 months ......................... 2
Over 12 months ago or never .................... 3 go to question 2a
Not registered with a doctor ...................... 4 go to question 2a
1b How satisfied are you with the services given by your family doctor (GP)? 
Please circle one number only
Very Fairly Neither satisfied Fairly Very 
satisfied satisfied nor dissatisfied dissatisfied dissatisfied 
12 3 45
2a When did you last stay in hospital as an in-patient (that is staying overnight or longer)? 
Please circle one number only 
In the past 3 months ........................... 1
In the past 3-12 months ......................... 2
Over 12 months ago or never .................... 3 go to question 3a
2b How satisfied were you with the service and care given by the hospital? 
Please circle one number only
Very Fairly Neither satisfied Fairly Very 
satisfied satisfied nor dissatisfied dissatisfied dissatisfied 
12 3 45
3a When did you last go to a Casualty Department (or Accident & Emergency Unit) to be 
treated?
Please circle one number only 
In the past 3 months ........................... 1
In the past 3-12 months ......................... 2
Over 12 months ago or never .................... 3 go to question 4a
3b How satisfied were you with the service and care given by the Casualty Department? 
Please circle one number only
Very Fairly Neither satisfied Fairly Very 
satisfied satisfied nor dissatisfied dissatisfied dissatisfied 
12 3 45
4a When did you last go to hospital as an out-patient (include having an operation or 
treatment, then going home the same day)? 
Please circle one number only 
In the past 3 months ........................... 1
In the past 3-12 months ......................... 2
Over 12 months ago or never .................... 3 go to question 5
4b How satisfied were you with the service and care given by the hospital? 
Please circle one number only
Very Fairly Neither satisfied Fairly Very 
satisfied satisfied nor dissatisfied dissatisfied dissatisfied 
12 3 45
5 If you have used any of these services in the past 12 months, were you satisfied, or 
not satisfied, with the service and care given? 
Please circle one number for each service you have used
I was satisfied I was not satisfied 
with the service with the service
a Optician ............................ 1 ............... 2
b Dentist ............................. 1 ............... 2
c Chiropodist .......................... 1 ............... 2
d Health visitor or district nurse ............. 1 ............... 2
e Home help or family aid ................. 1 ............... 2
f Meals on wheels ...................... 1 ............... 2
g Social worker or welfare officer ........... 1 ............... 2
h Mental health worker (e.g. psychologist,
	community psychiatric nurse) ............. 1 ............... 2
i Midwife ............................. 1 ............... 2
j Alternative medical worker (e.g. homeopath,
	osteopath, chiropractor) ................. 1 ............... 2
k Speech or occupational therapist .......... 1 ............... 2
I Physiotherapist ....................... 1 ............... 2
6a If you were not satisfied with any of the services we have asked you about in questions 
1 to 5, please say what was wrong. (If you were satisfied or did not use these 
services, please go to question 7)
Which service? Comments
6b |f you were not satisfied with any of these services, have you made a complaint? 
Please circle one number only 
Yes ........................................ 1




How satisfied were you with the way your complaint was dealt with?
Please circle one number only
Completely satisfied ............................ 1
Partly satisfied .............................. '. \ 2
Not satisfied ............................... | ' 3
And how satisfied were you with the outcome of your complaint? 
Please circle one number only
Completely satisfied ............................ 1
Partly satisfied ................................ 2
Not satisfied ................................. 3
Why didn't you make a complaint?
Please circle all numbers that apply
I didn't think the complaint was serious enough ....... 1
I didnt know who to complain to .................. 2
I didn't know how to go about complaining ........... 3
I was worried about what might happen if I complained . 4 
Other reason ................................. 5
now go to question 7 
now go to question 7 
now go to question 7
Dentist
7 Have you been to the dentist in the past 12 months? 
Please circle one number only 
Yes ........................................ 1 go to question 9
No ......................................... 2
8 If you have not been to the dentist in the past 12 months, please say why 
Please circle all numbers that apply 
I always feel worried about going to the dentist ....... 1
I don't need to go .............................. 2
It can be hard to fix a time when I can go ............ 3
I can't find an NHS dentist ....................... 4
I can't find a dentist I like ........................ 5   now go to question 10
I can't find a dentist who will register me ............ 6
Treatment is expensive ......................... 7
It's a long way to go ............................ 8
Another reason ............................... 9
9 If you have been to the dentist in the past 12 months, where was it? 
Please circle one number only 
My own dentist ............................... 1
In a clinic (but not in a hospital) ................... 2
In a hospital .................................. 3
Visited by a dentist where I live ................... 4
10 How many of your own natural teeth do you have?
(Filled and capped teeth count as your own, false teeth and dentures dont)
Please circle one number only
I have 20 or more of my own teeth ................. 1
I have less than 20 of my own teeth OR mainly
false teeth or dentures .......................... 2
Medicines
By medicines we mean anything you take or that you put on your skin, such as tablets, 
powders, creams and sprays, to treat a medical condition.
11 During the past 4 weeks have you bought any medicine?
(Don't count anything that you got with a prescription, even if you had to pay for it)
Please circle one number only
Yes ........................................ 1
No ... . ..................................... 2 go to question 14
12 If you have bought medicines in the past four weeks, which of these kinds did you 
buy? (If you have bought more than one medicine in the past 4 weeks, please circle 
all the numbers that apply.) 
Conventional medicines, e.g. aspirin, eye-drops, 
antacids, cough medicine ....................... 1
Herbal ...................................... 2
Homeopathic ................................. 3
Mineral or vitamin supplements ................... 4
13 Where did you buy the medicine? 
Please circle all numbers that apply 
A small local chemist or pharmacy ................. 1
A large chemist or pharmacy chain
(like Boots, Superdrug or Lloyds) .................. 2
A supermarket ................................ 3
Somewhere else ............................... 4
14 Are you on any regular medication prescribed by a doctor? 
(Regular means for a year or more) 




The following are general questions which ask for your views about your health, how 
you feel, and how well you are able to do you usual activities. You need not spend too 
much time answering each question, as your first answer is likely to be the best.
15 In general, would you say your health is ... ? 
Please circle one number only 
Excellent .....................•...••••••••••• 1




16 Compared to one year ago, how would you rate your health in general now? 
Please circle one number only 
Much better now than one year ago ................ 1
Somewhat better now than one year ago ............ 2
About the same ................-•••••••••••••• 3
Somewhat worse now than one year ago ............ 4
Much worse now than one year ago ............... 5
Health & Daily Activities
17 The following questions are about activities you might do during a typical day. Does 
your health now limit you in these activities? If so, how much? 
Please circle one number on each line
Yes - Yes - No - 
limited a lot limited a little not limited at all 
a Vigorous activities, such as
running, lifting heavy objects,
participating in strenuous sports .....1 ..........2 ..........3
b Moderate activities, such as
moving a table, pushing a vacuum
cleaner, gardening, or playing golf ....1 ..........2 ..........3
c Lifting or carrying shopping .........1 ..........2 ..........3
d Climbing several flights of stairs .....1 ..........2 ..........3
e Climbing one flight of stairs .........1 ..........2 ..........3
f Bending, kneeling, or stooping ......1 ..........2 ..........3
g Walking more than a mile ..........1 ..........2 ..........3
h Walking half a mile ............... 1 .......... 2 .......... 3
i Walking one hundred yards .........1 ..........2 .......... 3
j Bathing or dressing yourself ........1 ..........2...........3
18 During the past 4 weeks, have you had any of the following problems with your work or 
other regular daily activities as a result of your physical health? 
Please circle one number on each line
Yes No
a Cut down on the amount of time you spent on
work or other activities ...................... 1 ......... 2
b Accomplished less than you would like .......... 1 ......... 2
c Were limited in the kind of work or other activities . 1 ......... 2
d Had difficulty performing the work or other activities
(for example, it took extra effort) ............... 1 ......... 2
19 During the past 4 weeks, have you had any of the following problems with your work or 
other regular daily activities as a result of any emotional problems (such as feeling 
depressed or anxious)? 
Please circle one number on each line
Yes No
a Cut down on the amount of time you spent on
work or other activities ...................... 1 ......... 2
b Accomplished less than you would like .......... 1 ......... 2
c Didn't do work or other activities as carefully
as usual ................................. 1 ......... 2
20 During the past 4 weeks, to what extent have your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbours, orgroups?
Please circle one number only
Not at all Slightly Moderate! Quite a bit Extremely 
__________1 2345
21 How much bodily pain have you had during the past 4 weeks? 
Please circle one number only
None Very mild Mild Moderate Severe Very severe 
12 345 6
22 During the past 4 weeks, how much did pain interfere with your normal work (including 
both work outside the home and housework)? 
Please circle one number only
Not at all Slightly Moderate! Quite a bit Extremely 
1 2345
Your feelings
23 These questions are about how you feel and how things have been with you during the 
past 4 weeks. For each question, Please give the one answer that comes closest to 
the way you have been feeling.
How much of the time during the past 4 weeks ... 
Please circle one number on each line
Alt of Most of A good bit Some of A little bit None of 
the time the time of the time the time of the time the time
a Did you feel full of life? . . .
b Have you been a very
nervous person? ........
c Have you felt so down in
the dumps that nothing
could cheer you up? ....
d Have you felt calm and
peaceful? ............
e Did you have a lot
of energy? ............
f Have you felt downhearted
and low? .............
g Did you feel worn out? . . .
h Have you been a happy
person? ..............























































24 During the past 4 weeks, how much of the time have your physical health or emotional 
problems interfered with your social activities (like visiting friends or relatives)? 
Please circle one number only 
All of the time .........................••••••• 1
Most of the time ............................... 2
Some of the time .............................. 3
A little of the time .............................. 4
None of the time .............................. 5
Your Health In General
25 How true or false is each of the following statements for you? 
Please circle one number on each line
Definitely Mostly Don't Mostly Definite! 
true true know false false
a I seem to get
ill a little easier
than other
people ........ 1......... 2 ....... 3........4 ........5
b I am as healthy
as anybody
I know ....... 1 ......... 2 ....... 3........4 ........5
c I expect my
health to get
worse ........ 1 ......... 2 .......3........4 ........5
d My health
is excellent . ... 1 ......... 2 ....... 3........4 ........5
26 In the past year, have you had 2 weeks or more during which you felt sad, unhappy, or 
depressed; or when you lost all interest or pleasure in things that you usually cared 
about or enjoyed? 
Please circle one number only 
Yes ........................................ 1
No ......................................... 2
27 Do you have any long-term illness, health problem, or handicap which limits your daily 
activities or the work you can do? (Please include any problems that are due to 
old age.)




These questions are about any illnesses or disabilities you may have. 
Please include only illnesses or disabilities that a doctor has treated you for.
28 Have you ever been treated for any of these HEART DISEASES? 
Please circle all numbers that apply 
Yes Angina .................................. 1
Heart attack (or coronary) ....................... 2
Heart failure .................................. 3
High blood pressure (or hypertension) .............. 4
Another heart disease .......................... 5
No, have not had any heart diseases ............... 6
29 Have you ever been treated for CANCER? 
Please circle all numbers that apply 
Yes Lung cancer ....................•••••••• 1
Breast cancer .......................... 2
Bowel cancer ........................... 3
Skin cancer ............................ 4
Another kind of cancer .................... 5
No have not had cancer ..................... 6
30 Do you have any of these CHEST troubles or BREATHING difficulties now? 
Please circle all numbers that apply
Yes Asthma ............................... 1
Cystic fibrosis .......................... 2
Emphysema ............................ 3
Pleurisy ............................... 4
Tuberculosis (TB) ........................ 5
Spells of bronchitis for over 3 years .......... 6
Another chest or breathing problem .......... 7
No do not have any chest or breathing problems ... 8
31 Do you have any MENTAL or NERVOUS ILLNESS now that you have had for 3 
months or more? 
Please circle all numbers that apply
Yes Depression ............................ 1
Anxiety ............................... 2
Alzheimer's disease ...................... 3
Schizophrenia .......................... 4
Another mental or nervous illness ........... 5
No do not have any mental or nervous illness ..... 6
32 Do you have any of these conditions now? 
Please circle all numbers that apply
Yes Arthritis ............................... 1
Back pain ............................. 2
Epilepsy or fits .......................... 3
Stroke ................................ 4
Parkinson's disease ...................... 5
Pressure sores or bed sores ............... 6
Varicose veins ........................... 7
No do not have any of these conditions .......... 8
33 Do you have DIABETES?
Please circle one number only
Yes and it's treated by injection ................. 1
Yes and it's treated by tablets .................. 2
Yes and it's treated by diet only ................ 3
No do not have diabetes ..................... 4
34a Have you had any accident, injury, or poisoning, needing hospital treatment or a visit to 
Casualty in the past 3 months? If you have had more than one injury, please think of 
the most recent one. 
Please circle all numbers that apply 
Yes the injury was a:
Break or fracture ........................ 1
Poisoning .............................. 2
Head injury ............................ 3
Cut or puncture ......................... 4
Bum ................................. 5
Another kind of injury ..................... 6
No have not had any of the above injuries
or accidents ............................ 7 now go to question 35a
34b Where did the accident, injury or poisoning take place? 
Please circle one number only 
In the home .................................. 1
In traffic ..................................... 2
At work or in school ............................ 3
Somewhere else .............................. 4
35a Have you had a stomach upset with diarrhoea in the past 3 months, which you think 
was due to something you ate? 
Please circle one number only 
Yes and it was in this country .................. 1
Yes and it was when I was abroad .............. 2
No ......................................... 3 go to question 36
35b Did you see a doctor about it? 
Please circle one number only 
Yes ........................................ 1
No. ........................................ 2
36 If you have any other illness or disability, Please say what it is. 
Please write in the space provided
37 Do you hide any health problems you might have from any of these people? 
Please circle one number on each line
Yes - a Yes - a 
mental or physical Does not 
No nervous illness illness apply to me
a Your husband, wife
or partner ............1 ....... .2 .......... 3 .........4
b Close family or friends .. 1 ........2 .......... 3 .........4
c Other friends or
acquaintances ........1 ........ 2 .......... 3 ........ .4
d Employer ............1 .... ....2 ..........3 .........4
e Your family







Is your eyesight good enough to see the face of someone across a room?
(With glasses or contact lenses if you usually wear them.)
Please circle one number only
Yes ........................................ 1
Yes, with difficulty ............................. 2
No ......................................... 3
Can you hear what is said in a chat with another person?
(With a hearing aid if you usually wear one.)
Please circle one number only
Yes ........................................ 1
Yes, with difficulty ............................. 2
No ......................................... 3
Are you a carer? Please circle one number only
(A carer is someone whose life is restricted in some way because they look after a
person who is mentally or physically disabled, or who is limited in what they can do by
illness or old age.)
Yes ..................................... 1
No ...................................... 2 go to question number 41
How old is the person you look after?
(If you look after more than one person, give the details of the youngest.)
Please write their age in the box
And are they male or female? 





In what way are they ill or disabled? 
Please circle all numbers that apply 
Mental illness .....................-•••••••••• 1
Learning disability ............................. 2
Stroke ..........................•••••••••••• 3
Alzheimer's disease ......................•••••• 4
Another illness or disability ...................... 5
About how long do you spend each week looking after or helping this person? This
includes time when you just need to be there, time travelling to and from their home,
but does not include time when you are sleeping.
Please circle one number only
Less than five hours per week 1
5-9 hours a week ..............••.-•••••••••••• 2
10-19 hours a week .................••••••••••- 3
20-34 hours a week .................-•••••••••• 4
35-49 hours a week .................-.••••••••• 5
50-99 hours a week ................•••••••••••• 6
100 or more hours a week ..................-•••• 7
It varies but usually less than 20 hours a week ....... 8
It varies but usually more than 20 hours a week ....... 9
Other .................-.-••-•••••••••••••••• °
41 Does anyone less than 18 years old live with you, in your household? 
Please circle one number only 
Yes ........................................ 1
No • •....................................... 2 go to question 44
42 Have any of the under 18s had wheezing or whistling in the chest in the last 12 
months?
Please circle one number only 
Yes ........................................ 1
No ......................................... 2 go to question 44
43 Please give the sex and age of any under 18s who have had wheezing or whistling in 
the chest in the last 12 months. (Each column represents one person. If there are 
more than four under 18s who have ever had wheezing or whistling in the chest, 
please enter the four oldest)
43a Are they male or female?
43b Age in whole years 
(please put 0 for babies 
under 1 year old)
43c In the last 12 months 
has the wheezing ever
hi A on Qfi hi£iH thai1 tHow
could manage only one 
or two words at a time 
between breaths?
43d Has this person
ever had asthma?
Person 1














Male .... 1 














(These questions are about your recent exercise. The information will help in health 
promotion.)
During the past 7 days, how many times did you exercise lasting at least 30 minutes? 
Please circle one number only
a Vigorous exercise,
for example: running, jogging, 
squash, swimming lengths, 
aerobics, fast cycling, football.
b Moderate exercise,
for example: fast walking, dancing,
gentle swimming, golf,
heavy housework,
heavy gardening, (e.g. digging) . .
c Light exercise, for example: 
walking at an average pace, 
table tennis, light housework, 

















45 How often on average do you drink alcohol? (Remember to include any alcohol you 
drink at home)
Please circle one number only 
Never ...................................... 1 go to question 47
Special occasions only ......................... 2
Less than once a week ......................... 3
Weekends only ............................... 4
Weekends and occasionally during the week ......... 5
Most days ................................... 6
Every day ................................... 7
PLEASE USE THE FOLLOWING TABLE TO ANSWER THE NEXT QUESTION
1 pint of beer, 
lager, cider =
2 units
1/2 pint beer, 
lager, cider =
1 unit










46a In a typical seven day week, how many units of alcohol would you drink (including 
weekends)?
Please circle one number for a whole week 
None ...................................... 1 now go to question 47
1-7 units ................................... 2
8-14 units ................................... 3
15-21 units .................................. 4
22-35 units .................................. 5
36-50 units .................................. 6
51 units or more .............................. 7
46b Of this, how many units would you drink in a typical weekend period (include Friday 
evening through to Sunday evening)? 
Please circle one number for a weekend 
None ....................................... 1
1-4 units .................................... 2
5-9 units .................................... 3
10-20 units .................................. 4
21 units or more .............................. 5
47 How often (if at all) do you usually eat each of these foods? 
Please circle one number on each line
6/7 days 4/5 days 2/3 days About once About once Rarely 
a week a week a week a week or twice or never
a month
Potatoes,
(e.g. boiled or jacket
but NOT fried) ......1 ......2 .....3 ......4 ........5 .......6
Green vegetables
or salad
(e.g. cabbage, lettuce) 1 ..... .2 .... .3 ......4 ........ 5 ....... 6
Fresh citrus fruit
(e.g. oranges,
grapefruit, satsuma) . . 1 ..... .2 .... .3 ..... .4 ........ o ....... o
Other fresh fruit
(e.g. apple, pear,
banana) ..........1 ......2 .....3 ......4 ........5 .......6
Smoking
48 Which one of these best describes you? 
Please circle one number only 
I smoke daily ................................. <j
I smoke occasionally but not every day ............. 2
I used to smoke daily but do not smoke at all now .. ... 3
I used to smoke occasionally but do not smoke at all now 4 
I have never smoked ........................... 5
49 How many other people in your household smoke now? 
Please circle one number only 
0 people .................................... 1
1 person .................................... 2
2 people .................................... 3








This information will be used to compare the health of different groups of people and 
the types of service they need.
Are you .. .?
Please circle one number only
Male ....................................... 1
Female ..................................... 2
How old were you on your last birthday? 
Please write in whole years
Age years
WOMEN GO TO QUESTION 52: MEN GO TO QUESTION 53
Are you pregnant at the moment?
Please circle one number only
Yes ........................................ 1
No ......................................... 2
How tall are you? 
ft in OR cm
How much did you weigh when you last weighed yourself?
kgSt Ib. OR
Are you currently.............?
Please circle one number only
Single .....................••••••••••••••••• 1
Divorced or separated .......................... 2
Widowed ...............••.•••••••••••••-•••• 3
Married or living as a couple ..................... 4
56 The list opposite has been copied from the 1991 census.
Please circle the answer you feel best describes you. The information everyone gives
will be used to assess health needs and also to show us if any groups of people are
under-represented in the survey.
Please circle one number only
White ....................................... 1
Black - Caribbean ............................. 2
Black - African ................................ 3





Other group (Please state) ....................... 9
57 Thinking now about your home, which of these best describes you? 
Please circle one number only 
I own it or live with the person who owns it 
(include homes being bought with a mortgage) ....... 1
It is rented from the local Council .................. 2
It is rented from a Housing Association or
Housing Trust ................................ 3
It is rented from a private landlord ................. 4
Other (e.g. live rent free or home comes with job) ..... 5
58 When was the house or block you live in actually built? 
Please circle one number only 
Before 1919 .................................. 1
1919 to 1944 ................................. 2
1945 to 1964 ................................. 3
1965 or later ................................. 4
59 Which of these best describes you? 




(30 hours a week or more) .............. 2
Employed part-time
(less than 30 hours a week) ............. 3
On a work-related training scheme ........ 4
Not employed
Retired .....................•••••••• 1
Waiting to start a job that I have accepted .. 2
Unemployed for fewer than 12
months and have looked for work
in the past 4 weeks ................... 3
Unemployed for 12 months or more 
and have looked for work in the past 
4 weeks ..............•••••••••••••• 4
Can't work because of long-term
disability or ill health ................... 5
Caring for my home and family
or dependants ..............••••••••• 6
Full-time student .............•••••••• 7
Other .................••••••••••••• 8
60 Have you ever been in paid employment? 
Please circle one number only 
Yes .........................
No •••••..••••.•.......... .................. 2 go to question 65
61 If yes, please give the title of your present or most recent paid job and describe what 
you actually do (did).
Job title: ..... 
Job description:
62 In your present or most recent job, are (were) you....?
Please circle one number only
A manager ................................... 1
A foreman or supervisor ......................... 2
An employee (other than manager or foreman) ....... 3
Self-employed ................................ 4
63 Do (did) you work in ... ?
Please circle one number only
A large organisation (25 or more employees) ......... 1
A small organisation (fewer than 25 employees) ....... 2
On your own (self employed and no employees) ...... 3
64 Not counting what you plan to do, is (or was) your job a permanent job or was there 
some way in which it was not permanent? 
Please circle one number only 
Permanent ................................... 1
Not permanent (e.g. seasonal, contract, temping, casual) 2
65 This survey may be repeated in the future to see how the health of people in Wales 
has changed and how services have improved. As people are picked at random it is 
very unlikely that you would be picked twice, but it is just possible. 
Would you answer the questions if you were picked again? 




THANK YOU AGAIN FOR YOUR HELP
If someone else has helped you to read this form or to fill it in, Please tick this box
NOW PLEASE RETURN THIS QUESTIONNAIRE IN THE FREEPOST ENVELOPE
PROVIDED (no stamp is needed)
THANK YOU_________________________________________
If you have any questions about this survey or need any help, 
please ring Health Information Wales on freephone 0800 665544
or write tor- 
Adrian Crompton
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APPENDIX III
Confidence Intervals Welsh Health Survey 1998
351
- the questionnaire is not straightforward and people's understanding of 
particular questions or willingness to give personal information affect any 
estimates derived. The layout and design of the 1998 survey were altered 
from 1995 in an attempt to improve clarity and some minor changes 
resulted from interviews with respondents to the pilot survey. Again, it is 
not possible to assess the impact of differences and error of this kind on 
the results of the two surveys.
Some account of sampling error can be taken by calculating a confidence interval 
for an estimate, which is an interval within which it is fairly certain the true 
population figure lies. The following table gives approximate 95% confidence 
intervals for percentages based on a particular sample size (the width of the interval 
depends on the value of the estimated percentage and the sample size on which 
the percentage was based). For example, an estimated percentage of 25% based on 














































































































































































































































































































Tests were carried out by NOP on several questions to check whether any difference 
between the answers in the 1995 survey and 1998 survey were statistically 
significant. If a difference is not statistically significant (at the 95% confidence 
level), it implies that the difference is too small for us to be 95% sure that it is due 
to a real change, and not due to sampling error. Differences which are statistically 
significant are marked with an asterisk in chapter 7 of the report.
APPENDIX IV






Professor J Richards, 
School of Care Sciences, 
University of Glamorgan, 
Glyntaff Campus, Pontypridd, 
CF37 1DL.
Dear Professor Richards,
01/3976 - MREC 01/9/4 - 
with Severe Mental Illness (S
SMKW/CP/JJL
)loratory study of the health status of clients 
i the community setting
The Executive Sub-Committee of Panel C of the Bro Taf Local Research Ethics Committee 
reviewed the above application for ethical approval at its meeting on the 25th May 2001.
I am pleased to be able to inform you that full ethical approval was granted to this 
application.
The Executive Sub-Committee consisted of Miss S M K Williams, Chairman of Panel C, 
and Ms S Evans, Pharmacist Member. . I confirm that the Bro Taf Local Research Ethics 
Committee complies with the ICH Guidelines for Good Clinical Practice as they relate to an 
Independent Ethics Committee. A copy of the Committee's Constitution and Terms of 
Reference is available on request.
I confirm that the following documents were reviewed by Panel C at its meeting on the 25th 
May 2001:-
Appendix l(Version 4,3/5/01) 
Teams
Appendix H (Version 4, 3/5/01
Pilot Questionnaire to Community Mental Health 
Key Worker Training Pack
Appendix HI (Version 4, 3/5/01) - Welsh Health Survey Questionnaire incorporating
additional Questionnaire (unmet need) and Definition 
Of Severe Mental Illness
Appendix IV (Version 4,3/5/01) - 
Appendix V (Version 4,3/5/01) - 
Appendix VI (Version 4,3/5/01) 
Appendix VH (Version 4, 3/5/01) 
Appendix VEGE (Version 4,3/5/01) Co
Discussion Paper of Severe Mental Illness 
Invitation Letter to CMHTs 
Information Leaflet 







17 Churchill Way, Cardiff, CF10 2TW
PRIF SWYDDFA:
Ty Churchill
Ffordd Churchill, Caerdydd, CF10 2TW
Tel: 029 20 402402
Temple of Peace and Health 
Cathays Park, Cardiff, CF10 3NW
Teml Heddwch ac lechyd:
Pare Cathays, Caerdydd, CF10 3NW
Fax/Ffacs: 029 20 402403 WHTN: 1809
The Executive Sub-Committee noted that these documents did not correspond with those 
listed in the Multi-centre Research Ethics Committee letter of the 21 st February 2001. The 
documents listed above were approved on the clear understanding that they were copies of 
the final versions approved by the Multi-centre Research Ethics Committee for Wales. It is 
your responsibility to ensure that they are. Future submissions received via a Multi-centre 
Research Ethics Committee must include a Response Form listing the documents given 
approval by that MREC. Applications that do not include such confirmation will not be 
approved.
You will no doubt realise that whilst the Local Research Ethics Committee has given 
approval for your project on ethical grounds, it is still necessary for you to obtain approval, 
if you have not already done so, from the relevant NHS Trust and /or College Office of 
Research & Development in which the work will be carried out.
The committee attach certain standard conditions to all ethical approval. These are that if 
staff conducting research should change, any new staff should read the research programme 
submitted to the committee for ethical approval and this letter (and any subsequent letter I 
may write concerning this application for ethical approval); that if the procedures used in the 
research programme should change or the programme itself should be changed you should 
consider whether it is necessary to submit a further application for any modified or additional 
procedures to be approved and if the employment or departmental affiliation of the staff 
should change you should notify me of that fact. Any material changes to the structure or 
operation of the trial (including the recruitment of subjects) must be submitted to, and 
approved by, the Committee before being adopted. The Committee also ask that if any 
serious adverse events occur or if you should encounter any unexpected ethical issues, you 
will inform them of what these are. Full ethical approval needs to be resought if any study 
does not begin within two years of the date of this letter.
Carl Phillips
Executive Officer
Bro Taf Local Research Ethics Committee
APPENDIX V
Permission from the National Assembly for Wales
356
CynuIliad Cenedlaethol Cymru 
The National Assembly for Wales
Mr Paul D Davi« Parc Cathays ' Cathays Park 
Mr Pau D Davies Caerdydd / Cardiff 
Senior Lecturer CF10 3NQ 
University of Glamorgan 
School of Care Sciences
Glyntaf Eich cyf / Your Ref 
PONTYPRIDD Ein cvf I Our Ref 
CF371DL
Dyddiad / Date 8 February 2001
Dear Mr Davies
Welsh Health Survey 1998 / Study of Health Status of Clients with Severe Mental Illness Living in the 
Community
I have been passed your recent copy of your letter dated 19 December. I am sorry for the delay in replying 
-1 have not seen your original letter, although I'm not sure who it was sent to.
You may use questions from the Welsh Health Survey questionnaire, although you should not exactly 
replicate its layout or use the same title. (I think you are aware that the questionnaire includes the SF-36 
(questions 15-25), and you should discuss any use of this with them). I would though suggest you consider 
carefully whether some of the questions are appropriate in the context of your study. I'm not sure if you 
intend to gather SF-36 (and other) information using a self-completion questionnaire or face-to-face 
interview - there is some research to suggest that this will affect the scores, and you may need to bear this 
in mind if comparing results obtained via different approaches.
A copy~bf the Welsh Health Survey questionnaire is included in the report of the survey, which is available
bilingually on the internet:
http://www.wales.gov.uk/polinifo/health/keypubs/pdf/survev1998^e.pdf
http://www.cvmru.gov.uk/polinifo/health/keypubs/pdf/1998 w.pdf
Let me know if you would like me to send you a copy of the text of the questionnaire in Microsoft Word.
The 1998 blurred survey database is available through the ESRC data archive. In case you have any 
difficulties accessing this, I also enclose a CD which contains the data (as an SPSS datafile) and supporting 
documentation of variables. I recommend that you use the datafile in conjunction with a copy of the 
survey questionnaire to see the exact questions asked. Please note that the datafile is supplied with the 
weighting factor turned on (this weights results at age / sex / unitary authority level to make all-Wales 
results representative) as we usually recommend you use this - however, if you want unweighted data for a 
particular piece of work, the weight is easily turned off.
I hope you find the data useful. I would be very grateful if you would let me know the results of your 
study, and of any other interesting work you undertake using Welsh Health Survey data. If you have any 




Health Statistics & Analysis Unit
Tel: 029 2082 5033 
GTN: 1208 5033 
Ffacs / Fax: 029 2082 5350 
Minicom: 029 2082 3280 
BUDDSODD^RMEWNPOBL E-bost / E-mail: cath.roberts@wales.gsi.gov.uk
INVESTOR IN PEOPLE
APPENDIX VI
Summary Results of analysis
Tables 1 to 20:
Descriptive summaries of SPSS output files
Table 21-24: 
Excel adjustments to data by age, gender, social class & unitary authority
Figure 1:
Relationship between BMI score and back pain (a) and arthritis (b) in the 45 — 64 years old
category
358
Table 1 Health indicators prevalence's for respondents in both the non-mental health group 








































































































































































































































































































k 0 cells (.0%) have expected count less than 5. The minimum expected count is 749.05.
359
Table 2 Health indicators prevalence's for respondents in both the non-mental health group 
































































































































































































































































































































































Table 3 Health indicators prevalence's for respondents in both the non-mental health group 















































































































































































































































































































Table 4 Health indicators prevalence's for respondents in both the non-mental health group 




























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Table 17 Prevalence's of angina, heart attack, heart failure, hypertension, another heart and all heart 










































































































































































































































































































































































































































































































































































































































































































































































Table 18 Prevalence's of lung cancer, breast cancer, bowel cancer, skin cancer, other type and all 
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Table 19 Prevalence's of asthma, emphysema, pleurisy, TB, another chest and all chest disease in 









































































































































































































































































































































































































































































































































































































































































































































































































































































































































Table 20 Prevalence's of arthritis, back pain, varicose veins and diabetes in both research sample 




















































































































































































































































































































































































































































































































































Figure 1 Relationship between BMI score and back pain (a) and arthritis (b) for those reporting an
enduring mental health problem and not reporting an enduring mental health problem in the 
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Developing a methodology for the Rapid Risk Assessment Filter
381
are
Developing A Methodology To Test the RRAF
When examining scales and data collection instruments it is important to select those elements, which 
reliable and valid. Polit and Hungler (1991) stress that an ideal measuring instrument is one that results in 
measures that are relevant, accurate, unbiased, sensitive, uni-dimensional and efficient. When considering 
other scales and developing the Rapid Risk Assessment Filter (RRAF) it will be important to consider 
potential errors in measurement. Polit and Hungler (1991) state that if an instrument is not perfectly 
accurate, then the measures it yields can be said to contain a certain degree of error.
An observed score can be in two parts according to Polit and Hungler (1991); an error component and a 
true component. Equation 4 demonstrates this.
Equation 4 Observed score
Obtained score = True Score ± Error 
or
Xo — XT i. XE
For example, in the proposed RRAF the obtained score for BMI is calculated from weight in kilograms and 
height in metres. The True Score, according to Polit and Hungler (1991), is a hypothetical entity as it can 
never be known because measures are not infallible (for example, the weighing scales may be inaccurate). 
The difference between Xo and XT is the result of factors that affect the measurement and result in 
distortion. In this example, perhaps an overestimation or underestimation of weight, or poorly calibrated 
weighing scales. Polit and Hungler (1991) list seven major factors that contribute to errors of measurement;
1. Situational contaminants - the situation in which a scale is used may affect the scores. For example, the 
attitude of the person administering the scale, the time of the day or the immediate environment.
2. Response set biases - interference from the characteristics of the respondent. For example, a person with a 
hypochondriac personality would grossly overestimate ill-health. Self report scales are particularly 
sensitive to this error
3. Transitory personal factors - how the person is on the day may influence the scoring. For example, side 
effects of a psychotropic drug or general motivation and mood.
4. Administration variations - different approaches in administering the scale may result in variances of the 
attribute being recorded. For example, self-report methods of health compared to data gleaned by an 
objective assessment by a professional.
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5. Instrument Clarity - ambiguity in the scale can result in errors of measurement. For example, Question Ic 
of the 1995 Welsh Health Survey (Welsh Office, 1996) states 'When did you last stay in hospital as an in- 
patient?' For the person with an enduring mental health problem, this may mean a Psychiatric Hospital 
or District general Hospital.
6. Response sampling - Errors are introduced as a result of the sampling of items used to measure an 
attribute. For example, general knowledge score of a 100-item test depends on which questions are 
included.
7. Instrument format - Errors may occur when the format of the scale is poorly constructed, such as the 
ordering of items.
Within the proposed testing of the RRAF it will be important to consider errors of measurement, in 
particular response set biases, personal factors and instrument clarity. Within the research it will be crucial to 
consider two key characteristics of a scale to assess the risk of ill-health; specificity and sensitivity. Bowling 
(1997) defines specificity as a measure of the probability of correctly identifying a non-affected person with 
the measure. Specificity refers to the discriminative ability of the scale. For the RRAF, specificity will refer 
to the scale actually identifying good physical health as well as those with potential and actual problems. 
Sensitivity refers to the proportion of actual cases who score as positive cases (Bowling, 1997). A distinction 
needs to be drawn at this point between true positive and false positive. Figure 35 presents hypothetical 
findings when using the proposed RRAF.
Figure 28 Hypothetical findings when using the proposed RRAF
Actual Disease found + Actual no disease found -
Prediction 
Of disease +
Prediction of no 
Disease -
A = True positive B = False positive 
C = False negative D = True negative
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For the RRAF to be sensitive, it will requke the ability to be predict disease which is later found on medical 
assessment (A; true positive) or predict good health and no disease manifests itself later (D; True negative). 
Obviously, developing a risk assessment filter that is highly sensitive is an absolute essential objective for 
future research as well as establishing how many of those people who developed disease were previously 
predicted to do so (sensitivity). Specificity and sensitivity also refer to the ability of a scale to measure 
changes.
Examining the reliability and validity of the RRAF is an essential component of testing and Brink and Wood 
(1988) state that reliability refers to the consistency, stability and repeatability of a data collection instrument. 
A reliable instrument does not respond to chance factors or environmental conditions, according to Brink 
and Wood (1998) and will have consistent results if repeated over time with die same person, or if used by 
two different data collectors. The research to test the REAP will also examine the reliability of the whole 
scale as well as individual items within it. Brink and Wood (1998) highlight three methods of testing the 
reliability of research instruments; tests for stability, tests for equivalence and tests for internal consistency. 
Brink and Wood (1998) define a stable instrument as one mat can be repeated over and over again on die 
same person and will produce the same results. This is an important aspect of the development of the 
RRAF. The scale assesses risk and it is essential that risk is measured consistendy. However, the problem of 
measuring stability within this research study is that the attribute being measured may not remain stable over 
time. For example, die assessment of alcohol intake may be subject to a tendency to under-report true 
drinking habits whilst weight is more stable an attribute over the same period of time. Brink and Wood 
(1998) categorise two tests of stability; Test and Retest and Repeated observations.
Test and Retest stability measurement involves using die same instrument on the same subject over time to 
produce the same results. Therefore die proposed RRAF -would identify the same level of risk in the same 
person over a period of time if nodiing had seemingly increased or decreased die risk. A reliability coefficient 
is computed following the administration of die same scale to a research sample on two occasions and then 
comparing die scores, computing correlation values. Tests of Equivalence are used when die attributes being 
measured are not stable. Brink and Wood (1988) define Tests of Equivalence as an attempt to determine if 
similar tests given at the same time yield die same results, or if die same results can be obtained using 
different observers at the same time. Alternative Form testing involves measuring the same attribute with 
different tests. For example, ordering the questions widiin the RRAF differently, or using another 
measurement of risk. Obtaining similar scores will increase our confidence in each instrument ensuring it is 
not only reliable, but valid. The potential problem here, however, is that if different scores are obtained for 
each instrument one has to determine which instrument is the most reliable.
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Inter-rater reliability is a measure of stability where two or more trained observers watching some event 
simultaneously and independently record the relevant variables (Polit and Bungler, 1991). The resulting 
records can then be computed as follows;
Number of Agreements
No of Agreements and Disagreements
This method of testing reliability may be useful for testing the RRAF. It is also important if those 
professionals assessing risk using the RAFF complete the scale on behalf of the person of interest, which is a 
likely scenario. It is envisaged that the RRAF will be used in a number of different settings by a number of 
different professionals therefore the development of a scale that produces the same risk score when different 
professionals use it is absolutely essential to its effectiveness in practice.
Tests of Internal Consistency refer to the extent to which all parts of the scale are measuring the same 
concept. Brink and Wood (1988) state that all structured questionnaires to measure single concepts, traits or 
phenomena on a quantitative scale are tested for internal consistency to ensure that all items on the scale are 
contributing consistently to the overall measure of the concept. Split-half correlation involves dividing an 
instrument into two and comparing scores between the two halves. The scale is said to be internally 
consistent if there is a high positive correlation between scores. The statistical test used is usually Cronbach's 
alpha coefficient. How this may assist in the testing of the RRAF is difficult to judge at this present time as 
one single attribute on the scale may be the only high risk factor evident, but may be so significant that it 
contributes high risk. For example, a person may be seemingly healthy but their alcohol intake may be at 
dangerously High levels. The scale may record this as just one item at risk.
When examining the reliability of the RRAF it is important to interpret reliability coefficients. Polit and 
Hungler (1991) note that if a researcher was only interested in making group level comparisons then 
coefficients of .70 or even .60 and above are sufficient. For example comparing males and females or those 
with an enduring mental health problem to those without an enduring mental health problem. However, for 
scales to be used as a basis for making decisions about individuals, for example referral to a general 
practitioner, then the reliability coefficient should be high; for example near 0.9 of more. It is also important 
to consider true scores and errors. For example, if the RRAF were used to measure risk in 30 people with an 
enduring mental health problem it is expected that there will be variability between people; some people will 
be at low risk, some medium, some high. This is because some people care for their own health well and 
others not so well as well as internal and external influences such as environment, genetics and 
socioeconomic factors. Polit and Hungler (1991) identify that some of the variability in scores will be 'true'
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variability, reflecting real differences in the attribute being measured and some may be an error. This is 
demonstrated in Equation 5.
Equation 5 Variability
V0 = VT + VE
Vo = observed total variability in scores
VT = true variability
VE = variability owing to random errors
Reliability is the proportion of true variability to the total obtained variability or;
r- VT 
Vo
Polit and Hungler also highlight that if the reliability coefficient were .85, then 85% of the variability in 
obtained scores could be said to represent 'true' individual differences and 15% of the variability would 
reflect random, extraneous fluctuations. In light of this, the RRAF will be designed to reduce the possibility 
of measurement error. Validity is equally as important as reliability when developing new measurement tools. 
Polit and Hungler (1991) define validity as referring to the degree to which an instrument measures what it is 
supposed to be measuring. For the RRAF this means assuring ourselves that the proposed scale truly 
identifies the real risk of developing physical health problems in people with an enduring mental health 
problem. Validity is linked to reliability. A tool can be reliable but not valid. Additionally, a tool cannot be 
valid unless it is reliable. For example, an unreliable scale cannot be accurately measuring the concept of 
interest therefore it cannot yield the truth. Also, a single instrument may be used for many purposes and the 
resulting scores may have greater validity for one purpose than another. This is an important point to 
consider for the future research testing of the RRAF. There are three main methods for examining the 
validity of measurement scales; content validity, criterion-related validity and construct validity.
Content validity is concerned with the sampling adequacy of the content area being measured; how 
representative are the questions on this test of the universe of all questions that might be asked on this 
topic? (Polit and Hungler, 1991). The proposed RRAF will need to reflect current and past literature in the 
subject area and evidence collated in the thesis. The tool already contains empirical evidence from the Welsh 
Health Survey 1998 (NAW, 1999), and to make it more contemporary the RRAF will update its odds ratio 
values using the 2003/4 Welsh Health Survey (NAW, 2005c). More work is required on the weighting values 
assigned to each disease category and it is intended to use a consensus research study using a Delphi 
technique to assess these weightings with a team of Consultant Physicians. Polit and Beck (2004) state that
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the Delphi technique involves a panel of experts who are asked to complete a series of questionnaires 
focusing on their opinions, predictions, or judgement about a topic of interest. A modified Delphi technique 
will be adapted where experts will be asked firstly to judge the importance of each disease category in 
relation to quality of life and the potential for premature death. A second round of judgement will involve 
rating with a scale to determine the specific weight of each disease within die RRAF. Mead and Moseley 
(2001) note that ratings such as this should occur in round 2 of a Delphi approach and experts participating 
do not have to make judgments on individual statements on their own but also relative to each other. This 
will be the approach adopted in this proposed assessment to ensure the RRAFs components are weighted 
and valid in relation to their contribution to an overall risk score.
Construct validity relates to a logical analysis and the testing of relationships predicted on the basis of 
theoretical considerations (Polit and Hungler, 1991). The known-groups procedure to construct validity 
involves groups, which are expected to differ on the critical attribute. For example, if the RRAF were used 
on people with an enduring mental health problem experiencing this for greater than 20 years in duration, 
one may expect this group to have a greater risk of developing physical problems than people •who have 
experienced mental illness for between 5 and 10 years. This is because many diseases are age related such as 
arthritis. Thus this theory could be tested within to examine construct validity. Criterion-related validity 
focuses on establishing the relationship between the instrument and some other criterion (Polit and Hungler, 
1991). In die development of the RRAF criterion-validity will be necessary to check as the scale is concerned 
with the identification of risk and prediction of physical health problems. For example, if die RRAF is used 
to assess an individual and a high risk is identified, will this predict subsequent ill-health experienced by the 
person or action to meet this need by die general practitioner? In practice, to determine criterion validity will 
be challenging. Following individuals through die course of potential ill-healdi from a research point of view 
may pose ediical and financial problems. Questions may arise regarding access to medical records and time 
spent following people through dieir potential physical ill-health. However, the predictive validity of the 
RRAF is a key element to its effectiveness and the pilot testing of the scale need to examine diis.
To develop a methodology to test the RRAF, ediical issues will need to be addressed and a research proposal 
will be submitted to die Multi-centre 'Research Ethics Committee for Wales for consideration and approval. The 
proposed testing of the RRAF for specificity and sensitivity will involve the disclosure of clinical data 
regarding each subject who volunteers to participate in the testing of the RRAF. Research on people with an 
enduring mental health problem is fraught widi difficulty regarding informed consent. For example, could 
approaching subjects and merely asking them to participate disrupt their psychosocial stability in any way? 
Has that person the mental capacity to decide for themselves? One may argue that research in mental health 
issues, which has great benefits for care, may not need explicit consent by the subject involved. Dines (1995)
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highlights a tension between an individual's rights and the wider public interest. While some argue for an 
individual's absolute right to say whether his or her data may be disclosed for research purposes, irrespective 
of any consequences, others favour non-consensual data disclosure that promotes the greater good for the 
greatest number. However, interventional research studies such as the one proposed to test the RRAF must 
have the consent of the person included in the sample. McKane and Tolson (2000) point out the legal and 
ethical challenges in such research and warn that state any non-consensual disclosure from a patient's records 
to a researcher could contravene the UKCC's Code of Conduct (NMC, 2004), the common law on 
confidentiality, and the eight principles of the Data Protection Act 1984. For this reason, the researcher 
intends to seek informed written consent from each potential subject in the research study.
The researcher has considered the issue of whether a person with an enduring mental health problem has the 
capacity to comprehend the information relayed to them and therefore truly gives informed consent. Within 
the potential research study people who are obviously acutely mentally ill will be excluded from the sampling 
frame, even though they may fit the criteria for enduring mental health problems. Also, consideration will be 
given within an application to the research ethics committee of issues that may arise from identifying a 
problem which may not be addressed; for example, a gross unmet health need McKane and Tolson (2000) 
state that the nurse disclosing information to a researcher must obtain sanction from the healthcare 
professional in charge of the patient's care, and access to his or her records. Scale and Barnard (1998) state 
that this professional, usually a consultant, must specify the extent of any disclosure allowed from the 
records, especially if publication or further disclosure is planned. The consultant must also state which 
patients have the competence to consent; in this case, consent to be assessed by the RRAF, have a medical 
assessment and be followed 6 months later. Within this proposed research study the researcher will seek the 
permission of the consultant and general practitioner, the two key lead clinicians in a shared care model, 
advising them of the data to be obtained and ask for their assessment of competence to consent.
In summary, the development of the RRAF will be in three stages. The first stage will check some elements 
of validity, in particular weighting each of disease categories in relation to each other on the impact on 
quality of life and their potential for premature death using a modified Delphi approach to gaining expert 
consensus. The contributing factors to the potential for having the disease have already been weighted using 
the results of the binary logistic regression in this thesis. The second stage will involve a pilot study to 
examine further aspects of validity and as well as reliability. For example, testing internal consistency and 
instrument clarity. Following revision of the RRAF in light of the pilot study, the instrument will be utilised 
in a larger study to examine specificity and sensitivity, as well as check further for its reliability and validity. 
This will replicate the pilot study but with a larger sample. This stage will involve testing the RRAF in a 
randomised controlled research study at a within two settings; a general practitioner practice and a
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Community Mental Health Team. The aim will be to sample 50 subjects with a diagnosis of an enduring 
mental health problem in a research group and 50 in a control group. It is planned for the sample to be 
conducted in a few regions of the South Wales area. Funding will be sought from the Wales Office for 
Research and Development in Health and Social Care or other appropriate source of research monies.
The proposed outcome will be the publication of a new electronic risk assessment tool which can be used 
rapidly in a variety of practice areas. Its purpose will be to provide a baseline for continual evaluation, a 
prompt for specific interventions (i.e., health promotion, referral) and a general awareness model for those in 
practice regarding the health of those with an enduring mental health problem. Like most risk assessment 
tools, its intention not to replace clinical judgement, but to enhance it through providing an indication of 
areas for further in-depth assessment. The tool will be updated in relation to its odds ratio formulas based 
upon a binary logistic regression analysis of the forthcoming Welsh Health Survey 2003/4 dataset in 2007.
In summary, a range of preventative strategies and interventions would benefit the physical health of people 
with an enduring mental health problem. For those with a lead responsibility for the treatment and care, 
health promotion and preventing ill-health must be fundamental to the core interventions both short, 
medium and long-term. At the very basic level, there needs to be a robust identification of need, agreed 
interventions, regular assessment that those interventions are having a positive impact and an agreed regular 
review period to ensure on-going effectiveness.
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